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FOREWORD 


The  1965  and  1972  Amendments  to  the  Social  Security  Act  provided  health  insur- 
ance protection  to  the  aged,  the  disabled,  and  individuals  with  chronic  renal  disease 
thereby  establishing  a  need  for  detailed,  systematic,  and  continuous  statistics  about 
the  amount,  type,  and  cost  of  health  care  services  used  by  these  beneficiaries.  The 
Division  of  Health  Insurance  Statistical  Data  evolved  from  this  need,  beginning  as  a 
branch  composed  of  three  groups  of  computer  specialists,  each  headed  by  a  computer 
systems  analyst,  and  growing  into  a  division  composed  of  three  branches,  each 
dealing  with  a  major  subject  matter  area  -  Operating  Data,  Utilization  Data  and 
Provider  Data.     The  division  provides  much  of  the  data  necessary  to  the  effective 
and  efficient  operation  and  administration  of  the  Medicare  program.     It  provides  the 
means  for  effective  actuarial  cost  estimates  and  workload  reports,  as  well  as  the 
information  necessary  to  monitor  the  performance  of  outside  contractors  such  as 
intermediaries,  carriers,  and  providers  of  services.     It  further  provides  the  infor- 
mation required  to  formulate,  justify  and  recommend  new  legislation  and  modifications 
to  the  existing  law. 

This  booklet  has  been  prepared  to  provide  an  overview  of  the  work  of  the 
Division  of  Health  Insurance  Statistical  Data,  Office  of  Data  Development,  Office  of 
Management  and  Administration.    More  detailed  information  concerning  each  project  is 
available  in  the  branch  offices. 
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COMPENDIUM 


The  Division  of  Health  Insurance  Statistical  Data  has  been  providing  statistical 
support  to  components  of  the  Social  Security  Administration  such  as  the  Office  of  the 
Actuary,  the  Office  of  Research  and  Statistics,  and  the  Bureau  of  Health  Insurance 
since  the  inception  of  Medicare  in  1966.     Much  of  the  information  provided  by  the 
Division  is  used  by  the  Administration  and  members  of  Congress  to  determine  the 
efficacy  of  existing  legislative  programs  and  the  need  for  new  or  expanded  legisla- 
tion.    The  passage  of  HE1  legislation  in  1972,  which  allowed  previously  ineligible 
persons  to  buy  into  Part  A  (hospital)  insurance  for  the  first  time  and  which 
extended  Medicare  benefits  to  the  disabled  and  to  those  afflicted  with  chronic  renal 
disease,  had  a  major  impact  on  the  work  of  the  Division. 

Most  of  the  Division' s  primary  input  data  is  obtained  from  the  accounting  and 
benefit  payment  records  maintained  by  the  Division  of  Health  Insurance  Systems,  BDP, 
as  part  of  its  day-to-day  operation  of  the  Medicare  program.     Information  is  derived 
from  two  major  sources: 

1.  the  master  tape  record,  called  HDHIMA,  which  identifies  every  aged/disabled 
person  eligible  for  health  insurance  benefits,  and 

2.  the  weekly  tape  record,  called  HMWHIM,  which  accumulates  all  completed 
transactions  relative  to  the  maintenance  of  the  master  file,  the  notifica- 
tion of  beneficiary  status  to  the  providers  of  service,  and  the  claims 
billing  and  payment-process. 

On  a  quarterly  basis,  Operating  Data  Branch,  of  DHISD,  processes  the  master 
identification/enrollment  file  (HDHIMA)  to  create  a  120  character  skeleton  record 
for  every  Health  Insurance  beneficiary  on  record  (as  of  July  1975,  there  were 
approximately  35  million  active  and/or  inactive  beneficiary  accounts) .     The  resultant 
file,  called  DHHISKEW,  is  the  primary  input  to  four  projects,  as  well  as  a  source  of 
secondary  input  to  eight  more.     Published  enrollment  and  entitlement  tabulations 
based  on  the  data  contained  in  this  file  are  used  for  actuarial  projections  and 
statistical  determinations. 

One  of  the  major  projects  affected  by  HR1  legislation  was  the  Current  Medicare 
Survey.     In  July  of  1971>  a  sample  of  beneficiaries  entitled  to  Social  Security 
benefits  by  reason  of  disability  was  selected  in  anticipation  of  legislation 
extending  Medicare  coverage  to  these  beneficiaries.     The  original  sample,  as  well  as 
samples  selected  in  subsequent  years,  was  integrated  into  the  Current  Medicare 
Survey.     At  present  both  aged  _and  disabled  basic  samples  are  selected  annually  irom 
the  June  update  of  DHHISKEW  for  inclusion  in  the  on  going  survey.     Accretions  to 
both  samples  are  selected  each  month  from  the  transaction  file,  HMWHIM,  as  new 
beneficiaries  are  added  to  the  health  insurance  rolls.     Selection  criteria  for  these 
.kfo  samples  is  by  type  of  entitlement  and  residence  within  prescribed  areas,  called 
primary  sampling  units  (PSU).     In  the  selection  process,  name  and  address  labels  are 
prepared  for  Census  Bureau  personnel  who  interview  each  sample  person  every  month. 
Monthly  responses  are  returned  to  SSA  where  they  are  coded,  punched,  and  tabulated 
on  a  monthly  and  cumulative  basis.     The  Office  of  Research  and  Statistics  publishes 
an  annual  Current  Medicare  Survey  booklet  based  on  these  statistics. 

Tabulations  based  on  the  General  Enrollment  Period,  which  runs  from  January 
thru  March  of  each  year,  were  also  affected  by  HR1  legislation.     The  extension  of  the 
buy- in  provision  to  the  hospital  insurance  (Part  A)  portion  of  Medicare  and  the 
elimination  of  the  three  year  time  limit  increased  the  number  of  eligibles  from 
approximately  250,000  to  more  than  2  million.     Tabulations  are  prepared  from  the 
initial  mailing  file  in  January  and  from  the  updated  file  in  April  to  show  number 
and  types  of  responses  received. 
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The  Group  Practice  Prepayment  Plan  (GPPP)  study  entails  the  match  of  250,000 
GPPP  members  to  the  DHHISKEW  file  to  obtain  timely  enrollment  data,  and  the  selection 
of  a  20$  sample  of  enrollees  living  within  the  same  geographic  area.     Inpatient  and 
outpatient  bills  and  payment  records  are  collected  and  summarized  to  compare  out-of- 
plan  utilization  by  GPPP  members  with  Medicare  utilization  by  the  sample  persons. 
The  results  of  this  study  were  a  factor  in  setting  up  the  'lock- in'  provisions  of 
Health  Maintenance  Organization  (HMO)  membership  under  HR1  legislation. 

The  100$  DHHISKEW  is  also  used  in  the  GPPP  and  State  buy- in  enrollment  tabula- 
tions.    The  master  file  of  State  buy- ins,  the  2  million  persons  for  whom  a  state  pays 
the  Part  B  premium,  is  matched  to  the  DHHISKEW  to  obtain  current  demographic  infor- 
mation.    Buy- in  tabulations  show  age,   sex,  race,  and  geographic  locations  of  persons 
enrolled  under  the  buy-in  provisions.     In  the  case  of  the  GPPP  members  the  tables 
depict  enrollment  within  a  specific  plan  by  age  and  sex. 

Hospital  Insurance- Supplementary  Medical  Insurance  (HI- SMI)  tabulations  are 
produced  by  Utilization  Data  Branch  annually  for  publication  in  the  Statistical 
Report  Series,  Medicare,  and  semi-annually  to  provide  interim  data  on  the  Medicare 
program.     A  number  of  secondary  files  are  created  during  the  enrollment  tabulation 
process  which  are  used  in  other  projects  throughout  the  Division.     These  include  a 
file  used  for  resolution  of  cross-reference  questions  and  an  updated  state  and 
county  file  for  use  in  tabulating  by  Standard  Metropolitan  Statistical  Areas  (SMSA). 

The  5$  Summary  Tabulations  are  a  published  series  of  tables  based  on  all  covered 
Part  A  and  Part  B  Medicare  services.     Five  percent  of  the  inpatient,  outpatient,  and 
skilled  nursing  facility,  and  100$  of  home  health  agency  bills  are  collected, 
refined,  and  summarized.     They  are  then  matched  to  the  DHHISKEW  to  obtain  current 
data  for  six  types  of  tabulations  including  all  persons  receiving  services,  persons 
receiving  Railroad  Board  benefits,  persons  receiving  Disability  benefits,  persons 
with  a  date  of  death  in  a  given  year,  persons  hospitalized  and  discharged  alive,  and 
persons  receiving  services  by  region. 

The  bills  processed  in  the  5$  Summary  Tabulations,  the  maintenance  records 
processed  in  the  Current  Medicare  Survey  and  Chronic  Renal  Disease  Study,  and  the 
Part  A  admission  notices  and  Part  B  queries  processed  in  the  Operating  Statistics 
Project  are  obtained  from  the  k  to  6  million  records  contained  on  the  HMWHIM  file 
each  week.  These  records,  which  constitute  99$  of  all  H. I.  transaction  inputs  in 
any  given  week,  are  split  off  by  type  for  use  in  more  than  25  projects  throughout 
the  Division. 

Maintenance  records  are  split  off,  translated  from  IBM  format  to  Univac  format, 
and  processed  each  month  to  select  accretions  to  the  Current  Medicare  Survey. 
Maintenance  records  were  also  used  to  prepare  special  studies  of  the  original  1.7 
million  disabled  who  were  accreted  to  the  H.I.  Master  file  in  1973- 

Both  maintenance  and  bill/payment  records  are  used  in  the  Chronic  Renal  Disease 
Study.     All  inpatient  bills,  outpatient  bills,  payment  records,  charge  service 
information  items,  and  patient  history  information  items  are  collected  for  all 
beneficiaries  who  whow  CRD  involvement.     These  are  maintained  on  a  CRD  history  file 
from  which  weekly  and  monthly  tabulations  are  produced. 

Published  tabulations  showing  various  elapsed  times  to  process  Part  B  payment 
records  are  produced  monthly  as  well  as  statistics  on  admission  notices  and  Part  B 
queries . 
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Tabulations  are  produced  each  month  in  Utilization  Data  Branch  which  cover  all 
aspects  of  Medicare  utilization  including  tables  showing  the  number  and  type  of 
claims  paid  each  month  by  type  of  provider.     All  inpatient  and  outpatient  bills  for 
hospitals,   skilled  nursing  facilities,  and  home  health  agencies,  and  all  physician 
payment  records  are  tabulated  on  a  100$  basis.     In  addition,  samples  of  all  bills 
(5$  in  most  cases)  are  split  off  for  use  in  other  projects  such  as  the  study  of  phy- 
sicians earning  over  $25,000  from  Medicare  in  any  given  year,  the  study  of  medicare 
utilization  by  the  state  buy- in  population,  the  study  of  state  and  county  reimburse- 
ment for  Medicare,  the  study  of  all  claims  approved  by  each  provider  of  service,  the 
5$  Summary  Tabulations,  and  the  Actuarial  Sample  Tabulations. 

The  Actuarial  Sample  data,  which  is  used  by  the  Bureau  of  Health  Insurance  to 
derive  estimates  for  Part  A  payroll  tax  rates  and  Part  B  monthly  premiums,  consists 
of  a  .  1$  sample  of  old-age  and  survivors  insurance  (OASl)  beneficiaries,  a  1.0$ 
sample  of  disability  beneficiaries,  and  a  100$  sample  of  chronic  renal  disease 
beneficiaries.     All  aspects  of  Medicare  utilization  for  these  beneficiaries  are 
collected,  edited,   corrected,   summarized,  and  tabulated.     Most  of  the  tabulations 
are  cumulative;  that  is,  they  carry  forward  totals  from  prior  tabulations  and  combine 
them  with  data  from  the  current  update  to  give  constantly  updated  tables. 

All  sample  bills  are  computer  coded  or  edited  for  valid  diagnostic  and  surgical 
codes,  then  split  off  by  type  of  bill  to  be  used  in  the  creation  of  'stay'  records 
which  summarize  each  hospital  or  skilled  nursing  facility  admission.     These  'stay' 
records  are  further  refined  by  type  of  hospital  (i.e.  long  stay  or  short  stay).  In 
addition,  bill  files  are  created  for  use  by  the  University  of  California  at  Los 
Angeles  for  the  Certified  Hospital  Admission  Study  (CHAP)  and  inpatient  stay  records 
by  date  of  discharge  are  created  for  the  Medicare  Analysis  of  Days  of  Care  (MAD0C) 
project. 

There  are  five  additional  transaction  files  created  in  the  Division  of  Health 
Insurance  Systems  which  are  processed  by  the  Division  of  Health  Insurance  Statistical 
Data.     They  are  the  Health  Insurance  Part  A  Batch  Control  file  (HBPABC0),  the  Health 
Insurance  Control  file  (HDHIC),  the  Health  Insurance  Pending  file  (HDHIPT),  the 
Health  Insurance  Infrequent  Users  Retrieval  Output  (HAINURO),  and  the  Health 
Insurance  Part  B  Test  Account  Replies  (HQBTAR). 

The  HBPABC0,  which  is  used  by  DHIS  to  control  the  batches  of  50  bills  submitted 
by  intermediaries,   is  processed  by  the  Provider  Data  Branch  to  produce  a  monthly 
Analysis  of  Intermediary  Bill  Processing,  a  quarterly  Edit  Code  Analysis  of  Reviewed 
Bills  and  a  quarterly  Intermediary  Bill  Error  Report.     These  reports  are  used  to 
measure  and  evaluate  the  quality  of  incoming  Part  A  bills  -  inpatient  bills 
(SSA- 1^53),   skilled  nursing  facility  bills  (SSA-1^53),  outpatient  bills  (SSA-l)+83) 
and  home  health  agency  bills  ( SSA- ik&J ) .     Copies  of  the  Intermediary  Bill  Error 
Reports  are  furnished  to  intermediaries  to  help  them  evaluate  and  compare  their  bill 
processing  performance  with  that  of  other  intermediaries  throughout  the  nation. 

The  HDHIC  and  HDHIPT  files  are  used  to  control  the  posting  of  hospital  bills. 
Upon  receipt  of  a  notice  of  admission  or  an  initial  bill,  an  'open  item'   is  created 
on  the  HDHIC  file.     When  a  discharge  notice  or  final  bill  is  received,  the  'open 
item'  is  closed.     Because  of  the  'spell  of  illness'  concept  used  in  Medicare,  bills 
relating  to  a  second  hospital  admission  can  not  be  processed  until  the  previous 
admission  is  closed.     These  bills  are  considered  to  be  out -of- sequence .     DHISD  uses 
the  HDHIC  to  create  'open  item'  tables  which  show  the  numbers  and  percent  of  'open 
items'  as  of  the  last  Friday  of  each  month.     The  HDHIPT  file  is  used  to  tabulate  all 
' out-of-sequence'  bills  as  of  the  last  Friday  of  each  month. 
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The  HAINURO  is  used  to  report  on  the  utilization  of  Medicare  by  a  sample  of  old- 
age,  survivors,  and  disability  insurance  (OASDl)  beneficiaries  using  non- contributory 
military  service  credits.     "Finder1  cards,  created  by  the  Division  of  Claims 
Statistical  Data  for  Operating  Data  Branch,  are  entered  into  the  H.I.  bill  retrieval 
operations  to  obtain  a  complete  billing  history  (Part  A  only)  for  each  sample  person. 
The  tabulations  are  used  by  the  Office  of  the  Actuary  to  determine  the  amount  of 
reimbursement  to  the  H.I.  trust  fund  attributable  to  these  beneficiaries. 

The  fifth  file,  the  HQBTAR,  is  used  to  test  the  performance  of  Part  B  carriers. 
Dummy  accounts  are  established  on  the  Health  Insurance  rolls  using  588  in  the  first 
three  positions  of  the  health  insurance  claim  number.     Approximately  300  requests  for 
medicare  payments  ( SSA-1^90) ,  are  electronically  prepared  using  these  accounts  and  a 
file  of  possible  claims.     The  forms  are  sent  to  the  carriers  who  are  to  process  them 
as  normal  claims;  that  is,  query  for  beneficiary  status,  prepare  an  explanation  of 
Medicare  Benefits,  and,   if  the  claim  is  approved,  prepare  a  check  and  a  payment 
record.     Two  standard  files  created  concurrently  with  the  lk-90  forms,  are  used  to 
compare  against  the  data  received  from  the  carriers.     Formatted  error  reports  are 
used  by  BHI  personnel  to  notify  carriers  when  problem  areas  are  uncovered. 

The  Provider  Overpayment  Reporting  System  facilitates  intermediary  and  BHI 
monitoring  and  recovery  of  provider  overpayments  which  can  occur  when  interim  reim- 
bursements exceed  actual  costs  incurred  by  providers.     The  system  produces  quarterly 
listings  showing  all  active  cases  of  overpayments  in  addition  to  management  informa- 
tion reports. 

Of  great  importance  to  the  work  of  the  Division  is  Provider  Data  Branch' s  Master 
Provider- of-Services  file,  the  data  base  used  in  the  annual  Provider  of  Services 
Statistics  project.     This  master  file  contains  detailed  descriptions  of  physical 
attributes,  program  structure,  and  accreditation,  and  many  other  characteristics  of 
each  provider  of  service.     Applications,  certification  and  transmittal  forms,  and 
survey  report  forms  received  and  controlled  by  the  Bureau  of  Health  Insurance,  are 
used  to  update  the  Master  file.     The  Directory  of  Medical  Facilities,  mailing  labels, 
listings,  and  more  than  fifty  tables  are  produced.     Many  of  the  tabulations  are  used 
in  the  Medicare  Statistics  handbook  published  by  the  Office  of  Research  and  Statis- 
tics. 

A  very  important  part  of  the  Division's  processing  concerns  information  received 
from  intermediaries,  carriers,  and  providers  of  services.     All  providers  (hospitals, 
skilled  nursing  facilities,  home  health  agencies)  are  required  to  submit  financial 
cost  statement  reports  to  SSA,  which  are  used  to  reimburse  providers  for  their 
Medicare-related  costs  and  to  determine  the  degree  to  which  these  costs  are  reason- 
able.    Cost  information  worksheets,  which  have  been  prepared  by  BHI,  and  data 
extracted  from  the  Master  Provider  of  Services  file  from  the  core  of  the  cost  report 
data  base.     The  report  listings,  produced  quarterly,  display  selected  detail  data  for 
each  provider  as  well  as  a  profile  of  those  providers  whose  reports  reflect  excep- 
tionally high  or  low  cost  factors. 

In  order  to  monitor  the  Part  B  system,  all  carriers  had  been  required  to  submit 
hard  copies  of  each  bill  that  falls  into  the  5$  sample.     The  bills  were  coded  for 
type  and  place  of  service,  procedure  and  diagnosis,  and  physician's  and  reasonable 
charges.     A  series  of  reasonable  charge  tabulations  were  used  to  determine  prevailing 
rates  nation-wide,  and  adherence  to  reasonable  charge  guidelines  by  carriers  on  a 
to-date  basis.     In  addition,  comprehensive  tabulations  were  prepared  for  each  year 
of  service  to  study  all  aspects  of  the  Part  B  program.     For  services  performed  after 
December  of  197^,  however,  a  much  less  detailed  system  is  being  followed.     Under  the 
new  system  each  carrier  is  required  to  submit  a  summary  record  for  each  bill  for 
which  a  payment  record  is  submitted.     Procedure  and  diagnosis  are  no  longer  coded. 
It  is  expected  that  it  will  be  possible  to  produce  .the  year  of  service  publication 
tables  with  a  much  shorter  time  lag  than  previously  possible. 
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The  Payment  Record  Reference  File  (PRRF)  project  began  in  1969  as  an  effort  to 
standardize  the  identification  of  all  physicians  and  suppliers  of  services  receiving 
payments  under  the  Part  B  Medicare  program.     The  PRRF  records  are  received  from  the 
carriers  in  the  form  of  cards  and  tapes  which  are  reformatted  and  edited.  Edit 
exception  lists  and  controls,  along  with  unmatched  records,  are  returned  to  the 
respective  carriers  for  their  information  and  correction.     Three  different  sequences 
of  the  Master  PRRF  are  produced  on  microfilm  to  aid  ORS  and  BHI  in  answering  inquir- 
ies from  the  Program  Integrity  Group  and  Regional  Offices.     A  skeleton  record 
created  in  this  project  is  used  along  with  the  100$  payment  record  file  in  the  Semi- 
Annual  Physician  Payment  Project  to  investigate  physicians  considered  potentially 
aberrant  because  of  total  monies  received  or  number  of  beneficiaries  treated. 

The  System  for  Automated  Tabular  Composition,  used  by  many  of  the  above  projects 
which  produce  tables  for  publication,  is  also  a  product  of  this  Division.     A  three- 
hundred  character  standardized  record  containing  the  data  fields  is  created  by  the 
processing  program.     This  is  sorted  and  matched  to  a  file  of  the  appropriate  control 
stub  lines  created  by  the  Office  of  Research  and  Statistics  to  produce  the  boxheads, 
headings,  stubs  and  data  to  be  published.     The  end  product  is  a  sophisticated  type- 
set publication  produced  on  an  electronic  type-setting  machine  called  the  Linotron. 

A  more  detailed  description  of  each  active  project  follows. 
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DIRECTORY  OF  MEDICAL  FACILITIES 


PROJECT  ID  -  5200 


The  Directory  of  Medical  Facilities  is  a  listing  of  facilities  in  alphabetical 
sequence  by  state,  city  within  state,  and  facility  name  within  city.     (With  Provider 
Numerical  Index.)    The  Directory  is  created  on  a  monthly  and  semi-annual  basis,  and 
is  produced  by  the  Government  Printing  Office  in  book  format.     The  input  to  the 
system  is  the  Provider  of  Services  Master  File,  which  is  reformatted  in  the  first 
program  of  this  system.     The  reformatted  Provider  of  Services  File  is  then  the  input 
to  the  on-going  system.     On  a  monthly  basis  changes  to  the  Provider  of  Services  File 
is  input,  whereas  the  full  reformatted  Provider  of  Services  File  is  the  semi-annual 
input.     There  are  three  created  outputs  as  follows: 

1.  Semi-Annual  or  monthly  Directory  of  Medical  Facilities-Alpha  Version. 

2.  Semi-Annual  or  monthly  Numeric  Index  to  the  Directory  of  Medical 
Facilities . 

3-     Provider  of  Services  Facilities  Listing. 
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>- 

DIRECTORY  OF 
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SERVICES 

BY  STATE 

FILE 

FREQUENCY  :  Semi-annual/Monthly  SYSTEM  :  UNIVAC 

VOLUME        :  25,000  USER      :  BHI 


PROJECT  ID  -  5201 

HI  BILL  AND  PAYMENT  RECORD  PROCESSING 


This  project,  although  revised  several  times,  has  historically  been  the  primary 
job  in  which  all  bills  and  payment  records  processed  in  HI  Systems  are  initially 
processed  in  DHISD. 

Input  to  this  project  is  the  file  created  in  the  weekly  processing  of  the  HI 
transactions,  which  is  split  into  payment  records  and  bill  records.     Many  files  are 
created  including  a  skeleton  reimbursement  file  to  be  used  in  state  and  county 
tabulations,  a  sample  file  of  bills  and  payment  records  to  be  used  in  Current 
Utilization  tabulations,  a  jjo  sample  file  of  payment  records,  a  file  of  payment  re- 
cords with  chiropractic  specialties,  a  .1%  file  of  all  bills  used  in  Actuarial 
studies,  and  a  skeleton  file  of  bill  records. 

A  monthly  report  of  payment  record  edits  for  inconsistent  and  impossible  data 
is  sent  to  each  carrier  as  an  aid  in  potential  problem  areas  in  their  preparation 
of  payment  records. 
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Tables  Bl  and  B2  are  produced  monthly  and  show  Part  B  services  classified  by 
processing  period  and  distributed  by  total,  type  of  Part  B  claim,  paid  claims, 
reimbursement  amount  and  mean  amount  of  reimbursement.     They  are  repeated  by  1972 
Amendment  classifications,   i.e.  disabled,  aged,  CRD  only,  CRD,  and  disabled  with  CRD. 

Blood  utilization  tables  are  produced  semi-annually  and  show  blood  utilization 
"by  type  of  facility. 

Quarterly/monthly  tables  Al  and  A2  are  broken  down  by  type  of  facility,  reim- 
bursement amount,  and  covered  charges.  Various  means  and  percents  are  also  shown. 
Like  tables  Bl  and  B2,  these  are  repeated  by  the  1972  Amendment  categories. 

Quarterly  table  A3  shows  relationship  between  date  bill  approved  and  date  of 
discharge . 

Tables «of  reimbursement  by  intermediary  and  by  carrier,  as  well  as  tables  for 
inpatient  and  skilled  nursing  facilities  and  control  tables  for  Part  A  and  B  are 
also  produced. 

This  project  is  often  used  for  various  miscellaneous  requests  such  as  selecting 
certain  types  of  bills  for  special  projects. 


VARIOUS  PAYMENT 
AND  BILL 

TRANSACTION  RECORD 

_  >~ 

TABULATIONS  OF  BILL 
REIMBURSEMENT  AMOUNTS 
AND  LENGTH  OF  STAY 
ARE  PRODUCED 

FREQUENCY  :  Weekly,  Monthly,  Quarterly,  Semi-annual 

VOLUME  :  5-7,000,000/Month 

SYSTEM  :  IBM/UNIVAC 

USER  :  ORS/BHI 


PROJECT  ID  -  5202 


ACTUARIAL  SAMPLE  HIB 


The  primary  function  of  this  project  is  to  furnish  Medicare  cost  data  to  the 
Office  of  the  Actuary.     The  Office  of  the  Actuary,   in  turn,  uses  the  data  to  prepare 
cost  estimates  for  the  Medicare  program.    The  cost  estimates  are  used  to  derive 
estimates  for  Part  A  Medicare  payroll  tax  rates  and  Part  B  monthly  premium  rates  for 
Part  B  enrollees.     The  Office  of  the  Actuary  is  also  asked  by  other  government 
agencies  to  furnish  cost  projections  for  specific  parts  of  the  Medicare  program. 

The  data  furnished  to  the  Office  of  the  Actuary  are  derived  from  a  statistical 
sample  of  Medicare  bills  and  payment  records  received  from  Medicare  carriers  and 
intermediaries.     For  OASI  data  a  0.1%  sample  size  is  used,   for  disability  data  a 
1.0%  sample  size,  and  for  chronic  renal  disease  100$  of  the  records  are  processed 
(because  of  the  relatively  small  CRD  population  and  our  lack  of  experience  in  this 
area) . 
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A  variety  of  reports  are  prepared  from  the  sample  data  collected.     All  Part  A 
inpatient  bills  for  a  "beneficiary's  stay  in  an  inpatient  facility  are  summarized 
together  to  prepare  a  "stay  record."     Individual  stay  records  are  then  summarized 
together  to  prepare  twenty-four  tabulations,  with  summaries  by  date  of  discharge, 
age,   sex,  and  length  of  stay  for  OAS I,  DIB,  and  CRD  beneficiaries.     An  annual 
correction  procedure  is  part  of  this  system,  to  enable  OACT  to  correct  erroneous  stay 
records  or  insert  additional  records. 

Part  B  bills  and  Part  B  payment  records  are  combined  in  two  sets  of  tabulations. 
One  set  of  tabulations  summarizes  Part  B  cost  data  by  type  of  facility  and  date  of 
service  for  OAS I,  DIB,  and  CRD  beneficiaries.     There  are  twelve  tabulations  in  this 
series.     An  additional  tabulation  summarizes  the  effect  of  the  carry-over  deductible 
feature  of  the  Part  B  benefits  program  on  subsequent  year  reimbursement.     To  do  this, 
current  year  deductible  data  from  the  Health  Insurance  Master  Record  is  matched  to 
subsequent  year  reimbursement  summaries  by  individual.     Individual  summaries  are 
combined  in  the  tabulations  by  year  -  separately  for  railroad  and  social  security 
beneficiaries. 

Part  B  payment  records  (from  form  SSA-IU90)  are  summarized  into  twenty- three 
tabulations  by  year  of  first  and  last  expense,  place  of  service,  type  of  facility, 
and  physician  specialty  for  OAS I,  DIB,  and  CRD  beneficiaries.     Four  other  tabulations 
compare  the  0.1$  OASI  and  1.0$  sample  sizes  with  a  5-0$  sample  summary.     A  series  of 
twelve  annual  tabulations  compare  the  total  benefits  received  in  two  successive  years 
by  beneficiary,  separately  for  OASI,  DIB,  and  CRD  beneficiaries. 

A  unique  feature  of  OACT  tabulations  is  that  almost  all  tabulations  are  cumula- 
tive; that  is,  they  carry  forward  totals  from  prior  tabulations  and  combine  them 
with  data  from  the  current  update  to  give  constantly  updated  totals. 
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USER      :  OACT 
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PROJECT  ID  -  5205 


OPERATING  STATISTICS 


With  the  redesign  of  the  Health  Insurance  System  in  January  of  1973?  Operating 
Statistics  became  DHISD' s  entry  point  for  beneficiary  accretion  and  utilization 
information.     The  k  to  6  million  transactions  contained  on  the  Weekly  Health 
Insurance  Merge  (HMWHIM)  file  are  processed  in  this  project  as  well  as  the  1  million 
transactions  contained  on  the  daily  Health  Insurance  Pending  Transactions  (HDHIPT) 
file. 

Records  selected  from  the  HMWHIM  file  are  used  to  produce  a  number  of  other 
files  by  the  type  of  record  and/ or  its  use.     The  file  of  Railroad  Beneficiary 
Records  with  incorrect  county  code  is  used  to  produce  a  listing  of  these  records. 
The  correct  state  and  county  code  is  entered  on  the  listing  by  coding  personnel  of 
the  Employer  Registration  Section,   BDP.     This  list  is  then  used  by  Division  of 
Statistical  Processing,  ODD  to  introduce  corrections  to  the  file  through  HI  Systems, 
BDP.     The  corrected  railroad  records  are  necessary  for  accurate  enrollment  statis- 
tics. 

The  file  of  Admission  and  CRD  records  extracted  from  the  HMWHIM  file  is  used  in 
Operating  Data  Branch  in  the  area  of  Current  Medicare  Survey  and  Chronic  Renal 
Disease  processing. 

The  Admission  Notice  file  extracted  from  the  HMWHIM  file  is  used  to  create 
skeleton  records  containing  only  required  information.     The  skeleton  records  are 
sorted  into  one  file  in  sequence  by  intermediary  number  and  another  file  in  sequence 
by  state  code.     These  files  go  to  Operating  Statistics  -  Admission  Notices  Project 
for  processing.     The  Bill  Records  and  Payment  Records  file  produced  from  the  HMWHIM 
file  is  used  by  both  the  Operating  Data  Branch  and  the  Utilization  Data  Branch. 
Operating  Data  produces  skeleton  Bill  Records  that  are  sorted  by  state  code  within 
sort  code  within  carrier  producing  a  file  to  use  in  Operating  Statistics  -  Part  A 
Bill  Records  Project.     A  second  file  also  used  in  Operating  Statistics  -  Part  A  Bill 
Records  Project  is  produced  by  sorting  the  records  by  state  code  within  sort  code. 

Also  from  the  Bill  Record  and  Payment  Record  file  skeleton  Payment  records  are 
produced  that  are  sorted  by  payment  code  within  intermediary  number  for  use  in 
Operating  Statistics  -  Part  B  Payment  Records  Project. 

From  the  Bill  Record  and  Payment  Record  file  a  skeleton  file  of  Bills  is 
produced  to  be  used  in  the  Provider  Payment  Reports  (Project  ID  -  5277) • 

There  is  an  outstanding  request  from  ORS  to  produce  a  file  of  bills  and  payment 
records  that  contain  a  HMO  (Health  Maintance  Organization)  trailer.  We  provided  the 
program  changes  to  produce  the  file  beginning  l/^/75-  However,  at  this  time  none  of 
these  records  have  appeared  on  the  HMWHIM  file. 

On  the  final  Friday  of  each  month  the  HDHIPT  file  is  processed  to  create  tables 
which  are  used  by  ORS  and  BHI  in  their  continued  monitoring  of  intermediaries  that 
forward  a  second  or  third  admission  notice  for  a  beneficiary  before  forwarding  a 
discharge  notice  for  the  earlier  admission. 
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PROJECT  ID  -  $207 


Each  Part  B  Carrier  was  required  from  the  "beginning  of  Medicare  to  submit  a 
copy  of  each  bill  for  beneficiaries  falling  in  a  5$  sample  group.  The  sample  is 
selected  by  the  last  two  digits  of  SSN  (05,  20,   k5,  JO,  and  95). 


The  purpose  of  the  sample  is 
operation  of  the  Part  B  system. 


to  obtain  statistical  information  to  monitor  the 


Bills  were  forwarded  to  BDP's  Medical  Coding  Branch,  where  they  were  coded  for 
type,  and  place  of  service,  procedure  and  diagnosis,  as  well  as  for  charges  both 
physician's  and  reasonable.     After  coding,  the  bills  were  forwarded  to  Data  Develop- 
ment where  a  record  was  keyed  for  each  service.     In  1968  this  was  changed  to  combine 
similar  services  by  the  same  month. 
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The  records  were  then  computer  edited  according  to  ORS  specifications,  and 
rejected  items  were  forwarded  to  ORS  for  correction  by  a  coding  unit  established  for 
that  purpose.     After  correction,  the  bills  were  returned  to  Data  Development  for 
correction  and  re-edit  of  the  records.     This  process  was  repeated  until  all  records 
passed  the  edit. 

Various  tabulations  were  prepared  on  a  monthly  and  quarterly  basis  for  the 
system  described  above.     Each  year  a  series  of  tabulations  known  as  Reasonable  Charge 
Tabulations  was  prepared.     The  purpose  of  these  tables  was  to  determine  the  prevail- 
ing rates  nationwide,  and  the  adherence  to  reasonable  charge  guidelines  by  carriers 
on  a  to- date  basis. 


In  addition,  comprehensive  tabulations  were  prepared  for  each  year  of  service 
to  study  all  aspects  of  the  Part  B  program.     These  tabulations  were  prepared  well 
after  the  close  of  a  particular  year  in  order  to  insure  completeness  of  the  file. 
Preparatory  to  the  compilation  of  these  tables  the  records  were  matched  to  the  HI 
Master  Files  to  obtain  demographic,  eligibility,  and  other  information  not  contained 
in  the  service  record  file. 

Group  Practice  Prepayment  Plans  also  submitted  bills  and/ or  listings  of  services 
rendered  to  this  system.     Coding  was  performed  and  records  prepared  for  these  plans. 
The  sample  size  varies  from  100$>  to  5$  inversely  with  the  size  of  the  plan. 

As  an  economy  measure  it  was  decided  to  discontinue  carrier  submittal  of  bills 
for  services  performed  after  December  31>  1972.     We  are  however,  continuing  to  re- 
ceive submittals  from  Group  Practice  Plans. 

In  place  of  the  system  described  above,  a  new  system  is  being  initiated  for 
services  performed  after  December  31>  197^ •     Under  the  new  system  each  carrier  is 
required  to  submit  a  summary  record  for  each  5$  bill  for  which  a  payment  record  is 
prepared.     The  carriers  will  be  required  to  submit  a  magnetic  tape  containing  all 
such  records  prepared  each  month. 

The  new  summary  records  will  be  considerably  less  detailed  than  the  service 
records  from  the  former  system.     There  will  be  no  coding  for  procedure  or  diagnosis, 
and  place  and  type  of  service  will  be  summarized  to  a  maximum  of  18  combinations. 
Monthly  and  quarterly  control  tabulations  will  be  produced  as  in  the  previous  system. 


It  is  also  anticipated  that  there  will  be  quarterly  statistical  tabulations  as 
well  as  annual  ones.     We  also  expect  to  produce  year  of  service  publication  tables 
with  a  much  shorter  time  lag  than  was  previously  psosible. 


PART  "B"  BILL  SERVICE 
RECORDS  ARE  SORTED 
AND  EDITED  DAILY 


MONTHLY  CONTROL  TABLES 
AND  SUMMARY  FILES 
ARE  PREPARED 


FURTHER  SORTING  WHICH 
RESULTS  IN  MORE 
CONTROL  TABLES  AND 
FINDER  LISTS 


FILES  ARE  MAINTAINED 
FOR  SUBSEQUENT 
STATISTICAL  OPERATIONS 


FREQUENCY  :  Weekly,  Monthly,  Daily 
VOLUME        :  6  million/Year  , 


SYSTEM 
USER 


UNIVAC 
ORS 
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PROJECT  ID  -  5208 


CMS  SAMPLE 


The  Current  Medicare  Survey  staff  of  ORS  requires  the  selection,  on  an  annual 
basis,  of  Medicare  enrollees  to  be  interviewed.     New  beneficiaries  are  selected  from 
the  Weekly  Health  Insurance  Merge  (HMWHIM)  file  and  accreted  to  the  sample  monthly. 
Beneficiaries,  who  are  sampled  for  18  months,  are  selected  on  the  basis  of  certain 
state,  county  and  zip  code  combinations  and  certain  terminal  digits  of  the  account 
number,  dependent  on  state  code  and/ or  type  of  entitlement. 

ORS  has  divided  the  country  into  "primary  sampling  units"  each  of  which  has  a 
specific  starting  point  and  skip  interval  used  to  select  records.     Records  selected 
are  checked  against  a  file  of  all  previously  sleeted  records  to  avoid  duplication  - 
if  a  record  is  a  duplicate  the  next  record  in  that  psu  is  selected  if  it  is  not  also 
a  duplicate  and  a  "first  record  indicator"  is  added  to  the  selected  record. 

Finder  cards  for  the  selected  records  are  introduced  into  the  health  insurance 
system  to  obtain  the  beneficiary's  master  record.     Prom  the  master  record  a  list  is 
prepared  for  ORS  with  the  names,  addresses  and  other  pertinent  information  on  the 
selected  enrollees.     Address  labels  and  control  cards  are  also  created. 

ORS  attaches  the  label  to  a  letter  advising  the  beneficiary  of  his  selection. 
Then  the  Census  Bureau  contacts  these  people  and  conducts  the  survey.     The  Census 
Bureau  forwards  the  interview  forms  to  ORS  where  the  data  is  coded.     It  is  then  used 
in  the  Current  Medicare  Survey  Tabulations  -  Job  52V?>  5275?  and  5517- 


CMS  ANNUAL  SAMPLE 
SELECT  OASI  &  DIB 
FROM  HISKEW  FILE  - 
ASSIGN  PSU  &  PREPARE 
FINDER  CARDS  AND 
INVALID  ZIP  CODE  LIST 


CMS  MONTHLY 
ACCRETION  SELECTIONS 
FROM  BMWHIM, 
PREPARE  INVALID 
ZIP  CODE  LIST 


i  t 


OBTAIN  ADDRESS 
INFORMATION  FROM 
HI  PRINTOUT  RECORDS, 
ASSIGNMENT  OF 
VARIANT  SORT  CODES 


 I 

PREPARE  CHECK- IN 
CARDS,  PRESSURE 
SENSITIVE  LABELS, 
LIST  BY  PSU  & 
DATA  COLLECTION  CENTER 


V 


PREPARE  CHECK- IN  CDS, 
PRESSURE  SENSITIVE 
LABELS,  LIST  BY  PSU 
CONTROL  NUMBERS  & 
DATA  COLLECTION  CENTER 


FREQUENCY  :  Annual/Monthly 

VOLUME  :  7,500 

SYSTEM  :  UNIVAC 

USER  :  ORS 
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PROJECT  ID  -  5210 


PART  A  INTERMEDIARY  WORKLOAD  REPORTS 


Each  month  the  Blue  Cross  Association  transmits  to  the  Division  of  Telecommuni- 
cations, BDP,  a  report  of  their  medicare  work  for  the  past  month. 

The  transmission  is  established  as  a  tape,  and  processed  in  UNIVAC  operations  to 
produce  the  Intermediary  Workload  Report,  a  listing  of  old  and  new  plans  by  state, 
and  a  card  file  representing  items  which  appear  on  forms  1566. 

Also  processed  during  the  month  are  forms  I566  received  from  intermediaries 
other  than  BCA  group.     These  forms  are  keypunched,   interpreted  and  merged  with  the 
card  file  above.     All  items  are  forwarded  to  BHI. 


TRANSMISSION 
OF  BLUE  CROSS 
MEDICARE  WORK 


FORMS  1566 

FROM 
INTERMEDIARIES 


MONTHLY 

WORKLOAD 

REPORT 


OLD  &  NEW 
STATE  PLAN 
REPORT 


KEYPUNCHED 
& 

INTERPRETED 


FREQUENCY  :  Monthly 

VOLUME  :  100 

SYSTEM  :  UNIVAC 

USER  :  ORS 


PROJECT  ID  -  ^211 

HI  BILLS  RETURNED  TO  INTERME DIARIES 


Medicare  Program  statistics,  the  data  needed  to  evaluate  the  Medicare  program 
and  assess  its  performance,  are  derived  as  a  by-product  of  the  claims  billing  and 
payment  process,  the  State  Agency  process  of  certifying  providers  for  participation 
in  the  program,  and  the  accounting  and  benefit  payment  records  maintained  by  SSA  as 
part  of  its  day-to-day  operation.     The  receipt  and  disposition  of  approximately 
275,000  Part  A  Hospital  bills  each  week  constitutes  a  very  important  part  of  those 
operations . 


8 


SSA  receives  batches  of  bills  from  intermediaries  containing  up  to  50  bills  per 
batch.     Each  batch  is  assigned  a  number  by  the  intermediary.     Once  a  batch  has  been 
reviewed,  a  "master  block"  is  established.     A  master  block  is  comprised  of  10  like 
batches  of  bills.    This  master  block  number  enables  SSA  to  control  the  work  during 
the  entire  processing  operation.    Master  block  numbers  are  cross-referred  to  the  in- 
termediary' s  batch  number  to  make  it  possible  to  associate  them.     The  batches  are  now 
microfilmed  and  then  processed  through  a  card-to-tape  operation. 

The  hard  copy  bills,  now  on  tape,  along  with  the  normal  tape  submittals  are  put 
through  a  consistency  edit  and  balancing  operation.     This  operation  balances  the 
number  of  bills  and  reimbursement  amounts  to  the  intermediary' s  total  to  establish 
acceptable  tape  totals  for  use  through  the  remainder  of  the  electronic  processing. 
An  electronic  edit  program  identifies  all  invalid  data  and  inconsistencies  on  the 
face  of  the  bill.     Invalid  data  are  such  things  as  a  month  indicated  by  a  number 
greater  than  12,  more  than  60  lifetime  reserve  days  used,  etc.     Some  of  the  errors 
may  be  keypunch  errors  which  are  corrected  clerically.     The  consistency  edits  do  not 
compare  data  on  the  bills  to  information  in  SSA  records.     These  edits  are  used  as  a 
screen  to  check  the  consistency  of  data  on  the  bill  itself.     Once  the  consistency 
edits  have  been  applied,  the  bills  go  through  the  utilization  program.     In  this  pro- 
gram, the  bill  data  on  the  tape  is  compared  to  the  data  in  SSA' s  Master  Health 
Insurance  Record.     The  bills  in  the  batch  which  failed  the  consistency  edits  are 
screened  in  the  utilization  program  for  only  three  items: 

1.  Name  and  claim  number  which  match  the  master  record, 

2.  eligibility  to  Part  A  or  Part  B  benefits  during  the  billing  period, 

3.  a  matching  open  item  on  SSA' s  Master  Record,  when  the  bill  is  an  SSA- 
lk53  or  SSA- 1^87. 

Bills  which  have  passed  the  consistency  edits  are  processed  completely  through  the 
utilization  program  and  are  either  posted  or  rejected. 

The  processing  of  the  intermediary  bills  from  the  point  of  receiption  thru  the 
edits  just  described  is  handled  by  the  Division  of  Systems,  BDP.     The  Division  of 
Health  Insurance  Statistical  Data,  BDP,  then  generates  three  reports,  deriving  the 
statistical  base  from  the  HBPABCO/D  input  file,  which  is  supplied  by  BDP.     The  three 
reports  are: 

1.  Intermediary  Bill  Error  Report  (Quarterly) 

2.  Edit  Code  Analysis  of  Bills  Reviewed  Report  (Quarterly) 

3.  Analysis  of  Intermediary  Bill  Processing  Report  (Monthly) 

These  reports  will  be  used  to  measure  and  evaluate  the  quality  of  incoming  Part  A 
bills  -  inpatient  bills  ( SSA-IU53) ,  skilled  nursing  facility  bills  (SSA-1U53),  out- 
patient bills  (SSA-IU83)  and  home  health  agency  bills  ( SSA-llj.87) .     BHI  wants  to 
measure  an  intermediary's  performance  in  completing  the  above  forms  because  the 
information  cannot  be  posted  unless  it  is  correct. 

SSA  furnishes  an  intermediary  bill  error  report  to  all  intermediaries  on  a 
quarterly  basis.     A  separate  report  is  furnished  for  inpatient  hospital  bills,  SWF 
bills,  HHA  bills,  and  outpatient  bills.    These  reports  contain  the  following  informa- 
tion: 

1.     The  total  number  of  bills  which  have  been  processed  by  SSA  during  the 
report  month  and  two  prior  months,  i.e.,  either  accepted  or  finally 
deleted,  (excluding  adjustment  bills), 
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2.  the  total  number  of  bills  deleted  during  the  quarter  for  both  consist- 
ency and  utilization  edits, 

3.  the  percentage  of  bills  deleted  compared  to  the  total  number  of  bills 
shown  in  Item  1, 

k.     a  breakdown  by  individual  items  on  the  bill  of  the  reasons  why  the  bill 
was  deleted,  and 

5.     the  percentage  of  bills  deleted  because  of  a  particular  edit. 


For  Items  1,  2,  and  3?  "the  national  totals  are  shown  as  well  as  the  individual  inter- 
mediary' s  totals.     For  Items  k  and  5>  "the  breakdown  of  error  categories  under  both 
consistency  and  utilization  edits  is  shown  on  one  page  by  listing  only  the  items  with 
errors.     Therefore,  the  error  categories  with  0  number  of  errors  are  not  shown  under 
either  edit.     For  all  items,  the  data  for  quarterly  totals  is  shown  followed  by 
Calendar  Year-to-Date  totals.     The  bill  error  report  is  intended  to  help  the  inter- 
mediary evaluate  its  bill  processing  performance  and  compare  it  to  the  national 
average . 

The  Edit  Code  Analysis  of  Bills  Reviewed  Report  is  actually  a  companion  report 
to  the  Bill  Error  Report  and  serves  as  a  back-up  for  more  detailed  investigation. 
Currently  the  report  is  strictly  in- house.     The  main  differences  are  as  follows: 


1.  The  Edit  Code  Analysis  Report  does  not  have  a  summary  page,  which  is 
the  first  page  of  the  Bill  Error  Report. 

2.  The  Edit  Code  Analysis  Report  gives  a  complete  numerical  breakdown  of 
errors,  whereas  the  Bill  Error  Report  groups  its  errors.     However,  the 
Edit  Code  Analysis  Report  does  not  give  a  description  of  the  error 
code. 


3-     The  Edit  Code  Analysis  Report  includes  both  adjustment  and  non-covered 
bills. 


The  Edit  Code  Analysis  Report,  while  excellent  for  detailed  investigation  of  the  Bill 
Error  Report,   does  not  lend  itself  to  a  summary  report  and  is  thus  not  intended  for 
publication. 


The  Analysis  of  Intermediary  Bill  Processing  Report  uses  the  same  files  as  the 
Part  A  Quarterly  Report  and  is  based  on  the  percentage  of  rejects  to  total  bills 
reviewed.     A  separate  report  is  prepared  for  inpatient,  outpatient,  SNF,  and  HHA 
bills.     Each  report  lists  in  descending  order  a  maximum  of  12  intermediaries  that 
have  a  higher  percentage  of  errors  than  the  national  average.     Other  information 
includes  the  regional  office,  the  type  of  submittal,  the  number  of  times  the  interme- 
diary has  been  on  the  report  and  the  two  largest  error  codes.     The  reports  follow  the 
same  basic  concept  of  monthly  and  YTD  totals. 


FREQUENCY  :  Monthly/Qtrly 

VOLUME  :  2,000 

SYSTEM  :  IBM/UNIVAC 

USER  :  BHI 


EDII/SORT 
HI  BILL 
RECORDS 


I 


PREPARE 

PREPARE 

BILL  ERROR 

TABLE 



REPORT 

RECORDS 

PREPARE 
EDIT  CODE 
ANALYSIS  RPT 
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PROJECT  ID  -  $212 


PROVIDER  OVERPAYMENT  REPORTING  SYSTEM 


Intermediaries  reimburse  providers  at  an  interim  rate  approximating  as  closely 
as  possible  the  actual  costs  of  covered  services  provided  to  Medicare  beneficiaries. 
When  the  interim  reimbursements  are  compared  to  actual  costs  incurred,  the  result 
may  be  a  provider  overpayment,  e.g.  the  provider  has  received  payment  for  more 
services  than  have  been  provided.    The  Provider  Overpayment  Reporting  System  facili- 
tates intermediary  and  BHI  monitoring  and  recovery  of  provider  overpayments  and  also 
provides  the  statistical  basis  for  analysis  to  determine  the  need  for  additonal  or 
revised  policy  guidelines  and  procedures,  or  legislative  recommendations,   in  the  cost 
settlement  and  overpayment  recovery  areas.     Current  accurate  data  is  available  for 
response  to  GAO,  congressional,  and  public  inquiries.     Additionally  the  system  is 
designed  to  meet  the  GAO  recommendations  made  during  1972  in  a  GAO  report  concerning 
the  sizeable  amounts  due  the  government  by  institutions  that  withdrew  from  the 
Medicare  program.     The  system  produces  a  master  file  of  overpayments  and  recovery 
actions,  updated  quarterly,  and  quarterly  printouts  of  a  case  control  list  (showing 
all  active  cases  of  overpayments),  and  intermediary  list  (showing  active  cases  of 
overpayments  in  intermediary  location  only)  and  two  management  information  reports. 


BILL  PREPARES  PROVIDER 
COST  REPORT  RECORDS 
QUARTERLY 


SORTING  AND  EDITING 
OPERATIONS 


I 


VALID  RECORDS  ARE 
APPLIED  TO  PREVIOUS 
QUARTER  MASTER  FILE 


1 


BHI  CORRECTS  REJECTS 
AND  REINTRODUCES 


CASE  CONTROL,  INTERMEDIARY 
SUMMARY  LISTS,  AND 
MANAGEMENT  INFORMATION 
REPORTS  ARE  PREPARED 


FREQUENCY  :  Quarterly 

VOLUME  :  25,000 

SYSTEM  :  UNJVAC 

USER  :  BHI 
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PROJECT  ID  -  5213 

PROCESSING  BILLS  NOT  CODED  IN  PART  A  PROCEDURE 


Cards  with  diagnostic  and  surgical  codes  for  tape  reported  HI  bills  are  received 
from  BDP' s  HI  Classification  Branch  on  a  flow  "basis.     After  the  codes  are  punched 
into  the  cards  by  Data  Development's  punching  staff,  the  cards  are  taped  and 
sequenced.     This  sequenced  card  image  file  is  then  matched  to  a  like- sequenced  bill 
record  file.     When  a  match  occurs,  the  diagnostic  and  surgical  codes  are  placed  in 
the  bill  record  and  it  is  forwarded  to  the  edit.     If  a  matching  card  or  bill  is  not 
found  in  the  current  run,  the  available  card  or  bill  is  orbited  into  the  next  month's 
match.     A  report  for  ORS  is  also  prepared  from  each  month's  run  to  show,  by  interme- 
diary, the  number  of  cards  and  bills  matched  and  unmatched. 

The  diagnostic  and  surgical  codes  in  each  bill  are  edited  for  validity.     If  the 
codes  are  valid,  the  bill  is  forwarded  to  Project  #5219.     If  an  invalid  code  is 
found,  a  request  for  correction  is  generated  and  forwarded  to  BDP.     BDP  obtains  photo 
copies  of  the  original  bill  and  forwards  them,  through  Data  Development,  to  ORS  for 
coding  corrections.     The  corrected  codes  are  returned  to  Data  Development  and  elec- 
tronically placed  in  the  bill  record.     The  corrected  bill  is  then  reprocessed  in  the 
edit  program.     In  addition  to  the  edit,  a  report  is  prepared  for  ORS  showing  the 
number  and  types  of  errors  encountered  in  the  edit. 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


Monthly 
hoo, 000 
IBM 
ORS 


UNCODED 

PART  A  BILLS 

ARE  MATCHED 

TO  CODED 

FILE 

PREPARATION 
OF  ORBIT 
FILE  STATUS 
TABLES 


OUTPUT 
FILES  FROM 
5283 


1 


EDIT  ERROR 
LISTS  AND 
CARD  FILES 
ARE  PREPARED 


DIAGNOSTIC  & 
SURGICAL 
CODES  ARE 
EDITED 
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PROJECT  ID  -  5215 


CREATION  OF  THE  HISKEW  FILE 


The  HISKEW  File  (Health  Insurance  Skeleton  Eligibility  Writeoff)  is  input  to 
many  DHISD  projects  requested  "by  both  ORS  and  OACT.     The  file  contains  a  "skeleton" 
record  of  basic  information  for  each  beneficiary  -  except  some  minor  exclusions  - 
identified  on  the  Health  Insurance  Master  file  (HIMA)  and  the  Health  Insurance 
Inactive  Master  (HIMAI).    As  of  12jk  the  HISKEW  file  contained  approximately  29 
million  records  from  the  HIMA  and  approximately  8.5  million  records  from  the  HIMAI. 

Originally  DHIS  prepared  the  HISKEW  file  for  Data  Development's  use.    When  the 
new  Health  Insurance  system  was  implemented  in  January  1973>  Data  Development  began 
creating  the  file.     DHISD  never  received  any  specifications  for  this  project  -  ORS 
requested  verbally  that  the  file  created  by  DHISD  be  identical  to  that  created  by 
DHIS.     This  was  impossible  however,  as  some  information  that  had  been  carried  in  the 
HISKEW  was  no  longer  available  from  the  health  insurance  master.     Many  data  fields 
not  currently  in  use  were  also  eliminated  from  the  new  record  layout  after  obtaining 
the  approval  of  ORS  and  OACT.     In  June  1973 >  the  record  was  expanded  to  include 
information  relative  to  the  1972  Amendments. 

In  addition  to  the  HISKEW  file,  which  is  prepared  quarterly,  a  5%  sample  file 
(account  numbers  with  terminal  digits  05,  20,  JO  and  95  and  additional  records 

as  requested  by  ORS  for  the  Current  Medicare  Survey)  is  prepared  in  the  first  and 
second  quarters  and  a  1%  sample  file  for  DMSD  (account  numbers  with  terminal  digits 
05,  20,  k-5,  70  and  95  and  BIC  of  A,  Jl,  J2,  J3,  Jk,  M,  Ml,  or  T,  and  sixth  position 
of  account  number  2  or  7)  is  produced  in  the  first  quarter.     Both  of  these  files, 
along  with  a  file  produced  quarterly  containing  CRD  and  disability  records,  are 
identical  in  format  to  the  HISKEW.     The  DHHIMRS  file,  a  .1%  sample  writeoff  of  RIC  A, 
E,  and  F  records,  is  created  quarterly  from  the  HIMA  file  only. 


HEALTH  INSURANCE 
MASTER  RECORDS  (HDHIMA) 
FROM  HI  SYSTEMS 


M 


WRITE-OFF  OF  100$ 
jjo,  1%,  HDHMRS, 
CRD  SKELETON  FILES 


FREQUENCY  :  Quarterly 

VOLUME  :  90,000,000 

SYSTEM  :  IBM 

USER  :  ORS 
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PROJECT  ID  -  5216 


HI  GENERAL  ENROLLMENT  PERIOD  STATISTICS 


Under  current  Social  Security  Law  a  general  enrollment  period  (GEP),  running 
from  January  1  through  March  31  of  each  year,  has  been  established  to  allow  those 
people  age  65  or  over  who  wish  to  enroll  in  the  Supplementary  Medical  Insurance  (SMI) 
Part  of  Medicare  to  enroll,   if  they  did  not  do  so  during  their  initial  enrollment 
period  or  if  they  cancelled  their  Medical  Insurance  previously  and  wish  it  reinstated. 

In  December  of  each  year,  all  persons  on  the  Health  Insurance  Master  File  who 
are  eligible  for  SMI  but  not  enrolled  are  selected  to  an  initial  control  file.  These 
persons  receive  some  type  of  mailing  (application  or  informational  letter)  affording 
them  an  opportunity  to  enroll  or  refuse  enrollment.     All  responses  are  processed 
against  the  initial  control  file,  producing  a  final  control  file  by  the  end  of  the 
GEP  or  shortly  thereafter. 

Project  52l6  (General  Enrollment  Period  Statistics)  consists  of  a  tabulation  of 
eligibles  and  responses  by  certain  characteristics  (age,  race,   sex,  previous  response 
etc.),  allowing  for  a  statistical  analysis  and  GEP  effectiveness  review.     The  project 
involves  a  single  program,  run  once  against  the  initial  control  file  and  once  against 
the  final  control  file,  which  produces  6  tables  on  the  GEP  data,  breaking  down  the 
number  and  percentage  of  people  contacted,  positive,  negative,  and  null  responses, 
and  enrollments. 


GEP  DATA 

FROM 
HI  SYSTEMS 

TABULATIONS 

OF  GEP 
RESPONSES 

FREQUENCY 
VOLUME 
SYSTEM 
USER 


Annual 
100, 000 
UN1TAC 
0RS 


PROJECT  ID  -  3217 


CREATING  HOSPITAL  STAY  RECORDS 


Health  Insurance  Program  for  the  Aged  (MEDICARE),  Title  XVIII  of  the  Social 
Security  Act,  was  enacted  July  30,  19^5  (PL  89-97) ,  and  became  effective  July  1, 
I966.     The  hospital  insurance  portion  (Part  A)  pays  for  a  large  portion  of  the  costs 
of  hospital  and  related  post-hospital  services. 

With  the  enactment  of  the  health  insurance  program  for  the  aged,   it  became 
possible  for  the  first  time  to  organize  a  continuing  information  system  to  report 
the  use  of  health  eare  services  by  older  Americans.     A  primary  source  of  statistical 
data  on  hospital  insurance  utilization  is  the  inpatient  hospital  stay  record  file. 
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When  a  patient  is  admitted  to  a  hospital,  the  admission  section  of  the  inpatient 
hospital  admission  and  "billing  form  is  completed  "by  the  hospital  and  forwarded 
through  its  intermediary  to  SSA.     The  Administration  relays  information  concerning 
the  patient's  "benefit  status  and  number  of  days  remaining  in  the  "benefit  period" 
through  the  intermediary  to  the  hospital.    At  discharge,  the  hospital  completes  the 
billing  section  of  the  form  and  sends  it  to  the  intermediary.     The  intermediary 
forwards  approved  bills  to  SSA.     Bills  which  have  cleared  the  administrative  process 
at  SSA  are  forwarded  to  the  Division  of  Health  Insurance  Statistical  Data  for  compil- 
ing statistics  requested  by  the  Office  of  Research  and  Statistics  and  other  customers. 
A  large  portion  of  the  statistical  requests  need  information  for  a  complete  discharge 
or  "stay",  i.e.  from  date  of  admission  to  date  of  discharge.     Commonly  requested 
items  are  mean  length  of  stay,  mean  total  charges  per  discharge,  mean  reimbursement 
per  discharge,  number  of  stays  per  person,  etc. 

The  inpatient  hospital  basic  "stay  record"  was  conceived  as  the  logical 
solution  to  supply  the  need  for  statistical  utilization  data.     BDP-Systems  forwards 
cleared  bills  on  a  flow  basis  to  DHISD.    All  bills  submitted  for  the  same  hospital 
stay  are  sorted  and  summarized  creating  a  bill  summary  record.     As  soon  as  the  bill 
summary  indicates  the  patient  has  been  discharged,  a  stay  record,   showing  information 
from  date  of  admission  to  date  of  discharge,  is  created.     If  the  patient  has  not  been 
discharged,  the  bill  summary  remains  on  the  orbiting  bill  summary  file  until  dis- 
charge information  is  received. 

Complete  stay  records  are  used  to  compile  a  very  large  portion  of  health 
insurance  utilization  statistics.     They  comprise  one  of  the  basic  files  used  in  the 
statistical  System  of  the  Medicare  Program.     Some  of  the  major  projects  using  these 
stay  record  files  are  Medicare  Analysis  of  Days  of  Care  (MADOC),  Current  Utilization 
Tables,  5$  Summary  Tabulations,  Annual  Short  Stay  Hospital  Tabulations,  and  Annual 
Diagnostic  and  Surgical  Tabulations. 
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FANNING  THE  BILL  FILE 


PROJECT  ID  -  5219 


This  job  receives  edited  bills  and  separates  them  by  type  of  facility,  i.e., 
inpatient,  ECF,  HHA  and  outpatient.     Control  counts  are  taken  and  a  table  of  these 
counts  is  produced. 


EDITED  HOSPITAL 

SPLIT  OUT  BILLS  BY 

BILLS  FROM 

TYPE  &  PREPARE 

5213 

— —  ^- 

CONTROLS  -  INPATIENT, 
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FREQUENCY  :  Quarterly 
VOLUME        :  !+00,000 
SYSTEM        :  IBM 
USER  :  ORS 

PROJECT  ID  -  5221 


SEMI-ANNUAL  PROVIDER  SELECTION  FOR  MADOC 


Job  #5221  serves  the  function  of  selecting  and  correcting  the  short  term 
hospital  (Provider  of  Services)  file  for  use  as  input  to  the  bill  matching  operations 
preliminary  to  MADOC  regression  analysis. 

The  selection  criteria  performed  on  the  POS  Master,  containing  reimbursement 
rate  data,   is  as  follows: 

A.  Sort  term  hospitals  (0  in  third  position  of  provider  jf) 

B.  Fully  participating,  active  facility 

C.  Type  of  hospital  must  be  "1"  or  "6" 

D.  Provider  class  must  be  a  "1". 

A  review  listing  of  all  hospitals  selected  is  prepared  in  State  Code/HSA  number/ 
Provider  number  sequence.     For  all  but  the  initial  system  run,  the  review  list  is 
used  for  comparison  to  the  previous  semi-annual  list. 

After  thorough  review,  the  selected  POS  file  may  be  corrected  with  accrete, 
change,  and  delete  records  using  the  Standard  Provider  Correction  Form  CO-0957- 


SELECTION  OF 

SHORT  STAY 
RECORDS  FROM 

— —  >- 

POS  FILE 

(SEMI-ANNUAL) 
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VOLUME        :  7,000  USER      :  ORS 
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PROJECT  ID  -  5223 

SYSTEM  FOR  AUTOMATED  TABULAR  COMPOSITION 


The  Division  of  Health  Insurance  Statistical  Data  produces  many  tables  for  ORS 
which  help  to  measure  the  effectiveness  of  the  health  insurance  program.     Some  of 
these  tables  are  published  along  vith  explanatory  text  material,  while  others  are 
held  for  internal  use  within  ORS.     The  usual  method  of  producing  such  tables  would 
be  to  write  custom  programs  for  each  table  or  series  of  tables.     These  programs  would 
produce  descriptive  information  (titles,   stubs,  etc.)  as  well  as  lines  of  data.  The 
System  for  Automated  Tabular  Composition,  however,  separates  the  preparation  of 
descriptive  information  from  the  programming  of  the  data.     In  this  manner  the  data 
can  be  produced  somewhat  faster.     Separate  preparation  of  control  (descriptive 
information)  provides  the  system  user  with  uniformity  of  presentation  for  large 
numbers  of  tables,  complete  and  accurate  description  of  the  data,  and  a  flexibility 
for  late  changes  or  corrections  -  all  of  which  are  difficult  to  accomplish  through 
custom  programming,  especially  where  a  sizeable  number  of  programmers  are  involved. 
Also,   "dummy"  pages  can  be  created  from  the  control  and  used  to  supplement  specifi- 
cations for  the  data. 

The  control  is  created  by  ORS  and  consists  of  all  the  information  appearing 
accross  the  top  and  down  the  side  of    a  table.     The  data  is  created  by  DHISD  and 
consists  of  the  numerical  total  fields  of  the  table.     It  is  formatted  in  standard 
300  character  records  (each  record  is  one  line  of  a  table)  containing  up  to  20 
unedited  totals  along  with  an  edit  code  for  each  total  and  a  line  number  showing  the 
record's  position  within  the  table. 

Once  the  control  and  data  are  created  they  are  matched  on  a  seven  position  table 
number  to  form  the  complete  table. 

There  are  three  models  or  types  of  tables  produced  by  this  technique.  The  first 
two,  Model  I  and  Model  II,  are  used  for  in-house,  non- publication  tables,  or  to  check 
the  data  and  control  before  going  into  Model  III,  the  publication  system. 

Model  I  is  so  named  because  it  involves  only  a  single  pass  of  the  printer. 
Tables  can  be  a  maximum  of  132  characters  wide  and  are  listed  on  standard  computer 
paper. 

Model  II  involves  a  double  pass  on  the  printer.     Tables  can  be  a  maximum  of  150 
characters  wide  and  are  listed  on  extra  wide  CO-1536  paper. 

Model  III,  used  for  publication  tables,   involves  the  use  of  the  linotron,  an 
electronic  photo- composing  machine.     Input  to  the  linotron  is  the  matched  data  and 
control  along  with  certain  control  information  for  the  linotron  -  i.e.,  instructions 
for  positioning,   spacing,  capitalization,  etc.     Tables  can  be  a  maximum  of  150 
characters  wide  and  are  printed  on  9"  X  12"  pages. 

Use  of  the  linotron  produces  a  professional  type  set  quality  product  with 
variable  type  fonts,  which  is  impossible  with  a  regular  computer  print-out,  at  a 
minimal  cost  as  compared  to  conventional  printing  methods. 
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PROJECT  ID  -  522h 


HI- SMI  ENROLLMENT  TABULATIONS 


The  first  Hi-Smi  enrollment  tabulations  were  prepared  in  July  of  1966  with  the 
start  of  the  Medicare  program.     The  tabulations  were  produced  monthly  as  part  of  the 
Bill  and  Payment  Record  Processing  Project  (5201).     In  1967  the  Office  of  Research 
and  Statistics  requested  quarterly  tabulations  under  a  new  project  ID  (522^).  There 
were  a  series  of  annual  tables  for  publication  as  Section  2  of  the  Statistical 
Report  Series,  Medicare.     The  specifications  also  requested  a  series  of  quarterly 
tabulations  for  ORS' s  use..     A  number  of  specification  changes  have  been  received  to 
refine  the  data  requested  and  to  keep  the  tabulations  in  line  with  legislative 
changes.     For  191^,  H  tabulations  of  data  on  aged,  disabled,  and  CRD  beneficiaries 
have  been  requested.     An  additional  19  annual  non-published  tables  are  produced  to 
provide  data  for  the  narrative  portion  of  the  publication.     Semiannual  runs  have 
been  substituted  for  the  quarterly  runs.     The  semiannual  runs  produce  6  tabulations 
which  are  used  to  provide  interim  data  on  the  Medicare  program.     The  information  is 
published  in  part  in  the  publication  Health  Insurance  Statistics  published  by  ORS. 
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The  Health  Insurance  Skeleton  Eligibility  Write-Off  File  (DHHISKEW)  is  edited 
and  personal  identifiers  removed.     The  records  produced  are  sorted  and  summarized  to 
provide  Aged  and  Disabled  Summary  Files.     These  files  are  used  separately  and  to- 
gether to  produce  the  requested  tabulations. 

The  summary  files  produced  are  used  to  provide  enrollment  data  for  other 
projects  processed  in  DHISD. 

In  addition  to  the  tabulations  in  the  publication  series,  a  tabulation  of 
persons  enrolled  by  Medicare  carrier  is  produced  annually  for  BHI' s  use . 
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PROJECT  ID  -  52; 


MEDICAL  ANALYSIS  OF  DAYS  OF  CARE 


ORS  publishes  Medical  Analysis  of  Days  of  Care  (MADOC)  data  which  identifies 
those  hospitals  in  which  the  average  length  of  stay,  determined  for  a  sample  of 
Medicare  patients,  differs  from  an  average  estimated  length  of  stay  that  takes 
into  account  the  hospital's  location,  patient  mix,  and  other  characteristics. 
Through  the  use  of  a  multiple  regression  technique,  an  equation  is  established  for 
each  geographic  area  relating  length  of  stay  to  characteristics  of  the  area's 
patients  and  hospitals.    The  equation  is  based  on  12  months  experience  for  the  area. 
Then  for  each  hospital,  an  average  estimated  length  of  stay  is  derived  for  dis- 
charges during  the  most  recent  6  month  period  available,  based  on  the  area  equation 
previously  established.     Each  hospital's  current  experience  is  thus  compared  with 
that  of  all  hospitals  in  its  area  for  the  preceding  year.     In  addition  to  creating 
a  file  from  the  stay  records  for  ORS  to  use  in  this  regression  analysis  study, 
DHISD  produces  a  series  of  control  tabulations  by  HSA  (Hospital  Service  Area),  by 
months  of  discharge,  type  of  hospital  and  various  personal  characteristics  such  as 
sex,  age,  and  race. 


19 


SPLIT  STAY 

RECORDS  MATCHED 

TO  POS  FILE 

MADOC 

SEQUENCING 
SORT 


PREPARATION 
OF 

UR  TABLES 


FREQUENCY  :  Semi-annual 
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PROJECT  ID  -  5227 


ANNUAL  OUTPATIENT  TABULATIONS 


This  project  entails  the  annual  tabulations  of  a  sample  of  outpatient  bills 
received  in  the  Bureau  of  Data  Processing,  SSA.     All  sample  bills  for  a  specific 
year  are  collected,  adjusted  for  debit/credit  items,  and  edited  for  diagnostic  and 
surgical  codes.    The  bills  are  then  matched  to  the  Group  Practice  Prepayment  Plan 
and  State  Buy- In  membership  files,  as  well  as  the  cross-reference  files.     A  match 
to  the  Provider  of  Services  file  is  done  to  collect  information  about  each  provider. 
The  final  step  before  tabulating  is  the  determination  of  weight  ratios  by  age,  sex, 
and  residence. 

The  bills  are  then  summarized  to  produce  three  distinct  records  -  a  summarized 
person  record  containing  all  information  for  that  year;  a  summarized  person-provider 
record  for  each  provider  a  person  visited  in  that  year;  and  a  person-diagnosis 
record  for  each  separate  diagnosis  a  person  had  for  that  year.     These  records  are 
then  tabulated  by  age,   sex,  residence,  number  of  hospital  beds,  type  of  diagnosis, 
GPPP  or  state  buy- in  memberships,  etc.     Both  publication  and  formatted  tables  are 
created. 
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PROJECT  ID  -  5228 


GPPP  MEDICARE  UTILIZATION  STUDY 


The  Group  Practice  Prepayment  Plan  (GPPP)  Medicare  Utilization  Study  is  pro- 
cessed in  conjunction  with  the  Division  of  Health  Insurance  Systems,  BDP. 

Health  Insurance  claim  numbers  of  approximately  250,000  members  in  25  GPPP's 
are  written  off  by  DHIS.     The  numbers  are  matched  to  the  29  million  active  records 
contained  on  the  Health  Insurance  Skeleton  Eligibility  File  (DHHISKEW)  to  obtain 
demographic  information.     At  the  same  time,  a  20  %  sample  of  persons  living  in  the 
same  geographic  areas  is  selected  using  the  final  two  digits  of  the  Health 
Insurance  claim  number.     Each  sample  person  is  assigned  a  group  number  to  be  corre- 
lated with  the  GPPP  Numbers. 

Finder  records  are  created  by  DHIS  for  use  in  the  Health  Insurance  Bill  Re- 
trieval Operation  to  retrieve  records  of  all  hospital  utilization  at  the  same  time 
DHISD  selects  all  Part  B  Payment  Records  received  during  a  2  year  period.  This 
entails  the  processing  of  approximately  k  to  5  million  payment  records  per  month. 

Composite  files  are  created  by  DHIS  for  use  in  comparison  tabulations. 
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PROJECT  ID  -  5229 

PART  A  GENERAL  ENROLLMENT  PERIOD 


Under  the  terms  of  the  original  Medicare  legislation,  Part  A  hospital  insur- 
ance was  available  at  no  cost  to  only  those  persons  who  had  earned  coverage  under 
the  Social  Security  System.  Part  B  supplementary  medical  insurance,  on  the  other 
hand,  was  offered  to  anyone,  65  or  over,  who  paid  a  nominal  premium.  The  passage 
of  HR1  legislation  in  July  of  1972  permitted  those  persons  who  had  not  earned 
Social  Security  coverage  to  buy- into  Part  A  hospital  insurance. 

Enrollment  is  offered  during  an  initial  enrollment  period  which  begins  three 
months  prior  to  age  65  and  runs  for  six  months.     In  addition,  a  general  enrollment 
period  occurs  from  January  through  March  of  each  year.     In  January,  a  letter  is 
sent  to  all  persons  on  the  Health  Insurance  Master  file  (HDHIMA)  who  are  not  cur- 
rently enrolled  for  either  Part  A  or  Part  B  insurance  giving  them  the  option  to 
enroll.    An  effort  is  also  made  in  the  SSA  District  Offices  to  notify  those  persons 
who  may  be  eligible,  but  who  are  not  carried  on  the  HDHIMA  file. 
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This  project  tabulates  the  number  and  type  of  responses  to  the  Part  A  option 
by  age,  sex,  and  state  of  residence. 


FREQUENCY  :  Annual 

VOLUME  :  200,000 

SYSTEM  :  UN1YAC 
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REIMBURSEMENT  COST  STATISTICS 


The  I965  Amendments  to  the  Social  Security  Act,  which  provide  health  insurance 
protection  for  the  aged,  state  that  providers  of  medical  services  (hospitals, 
skilled  nursing  facilities  and  home  health  agencies)  are  required  to  submit  annual 
financial  cost  statement  reports  to  SSA.    The  purpose  of  these  reports  is  to 
establish  a  means  by  which  both  the  intermediary  organization  and  the  Social 
Security  Administration  are  able  to  properly  reimburse  the  providers  for  their 
medicare  -  related  costs,  while  also  monitoring  this  reimbursement  and  determining 
the  degree  to  which  such  expenses  (costs)  are  reasonable.     It  is  the  function  of 
the  Provider  Cost  Analysis  Branch,  BHI,  to  examine  these  reports  and  to  assess  the 
effectiveness  of  existing  reimbursement  policy. 

The  Office  of  Data  Development,  0MA,  has  been  involved  in  establishing  and 
maintaining  an  ADP  system  to  assist  BHI  in  this  function  by  providing  statistical 
data  since  1969.     The  initial  system  dealt  only  with  hospital  report  data  and 
consisted  of  the  creation  and  subsequent  maintenance  of  and  a  large  data  base  which 
was  edited,  balanced  and  used  as  input  to  statistical  reports.     Similar  systems  for 
the  SNF  and  HHA  reports  were  initiated  in  1972  and  1973  respectively. 

Since  its  inception,  the  ADP  phase  of  the  hospital  reimbursement  cost  state- 
ment processing  has  evolved  in  accordance  with  changes  in  computer  systems  equipment 
and  revisions  to  the  cost  system  source  documents  which  have  resulted  from  further 
amendments  to  the  original  law.     This  evolution  has  involved  major  changes  to  the 
system  resulting  from  these  external  influences  as  well  as  from  periodically  evident 
improvements . 

Although  the  original  statistics  produced  were  very  detailed  and  voluminous, 
those  currently  being  developed  are  more  selective  in  the  tabulation  of  cost  report 
data.     The  monitoring  process  has  also  been  enhanced  by  the  development  of  an 
aberrant  provider  profile  which  identifies  only  those  cost  reports  which  reflect 
exceptionally  high  or  low  cost  factors. 

The  SNF  and  HHA  systems  are  identical  in  concept  to  the  hospital  system, 
though  much  more  recently  developed.     A  series  of  cost  information  work  sheets, 
prepared  by  the  accounting  staff  in  the  BHI  Provider  Cost  Analysis  Branch  serve  as 
input  to  all  three  systems.     These  work  sheets  are  necessary  in  order  to  standardize 
the  information  which  is  received  in  varied  formats  from  the  various  providers  of 
services.     Key-to- disk  equipment  is  used  to  put  this  data  into  machine  format  and 
has  resulted  in  greater  flexibility  and  accuracy  in  comparison  to  the  punch  card 
system  previously  employed. 
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The  editing  and  balancing  operations  still  require  a  considerable  amount  of 
clerical  effort,  although  this  has  been  simplified  by  the  incorporation  of  exception 
reporting.     On  a  weekly  basis,  a  staff  of  data  review  technicians  are  responsible 
for  reviewing  the  exception  listings  and  initiating  a  computerized  correction 
process  via  card  input  to  insure  the  accurate  maintenance  of  the  cost  report  data 
base. 


The  file  maintenance  operation  of  the  system,  which  is  processed  monthly, 
incorporates  into  the  data  base  extracts  from  the  master  provider  of  services  file 
(POS).     Data  from  this  file  is  used  primarily  to  insure  consistency  in  basic  control 
information.     From  this  updated  data  base  another  tape  file  is  produced  which  may 
be  employed  by  the  user  to  gain  access  to  cost  figures  through  use  of  the  TABGEN 
table  generator  software  program  currently  resident  on  the  UNIVAC  1108.     The  crea- 
tion of  this  additional  file  enables  BHI  to  accurately  process  special  requests  on 
a  timely  basis  and  actually  represents  the  basis  of  the  cost  report  managment 
information  system. 

The  report  listings  created  in  this  system  are  produced  quarterly  and  display 
selected  detail  data  for  each  provider  as  well  as  a  profile  of  providers  which  are 
aberrant  with  respect  to  their  per  capita  income/size  groups.     The  profile,  in 
particular,  is  helpful  in  pinpointing  providers  which  report  unusually  high  or  low 
service  costs. 


The  processing  of  reimbursement  cost  reports  by  the  Office  of  Data  Development 
is  designed  to  provide  the  Administration,  through  BHI  and  ORS,  with  the  statistical 
data  necessary  to  report  and  analyze  trends,  establish  policy  and  recommend  legis- 
lation which  will  insure  the  integrity  of  the  provider  reimbursement  system  of  the 
Medicare  program. 
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FREQUENCY  :  Monthly 

VOLUME  :  500 

SYSTEM  :  UNIVAC 

USER  :  BHI 
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PROJECT  ID  -  52,32 


STATE  WELFARE  "BUY- IN"  MEDICARE  PAYMENT  STATISTICS 


States  under  a  "buy- in"  agreement  with  DHEW  may  enroll  eligible  individuals  for 
Part  B  coverage.     Eligible  persons  are  those  who  are  receiving  payments  under  State 
grants  providing  aid  to  the  aged,  disabled  and  persons  with  dependent  children  and 
those  who  are  eligible  for  medical  assistance  under  State  grants.     Enrollment  is 
involuntary  on  the  individual' s  part  and  cannot  be  terminated  by  an  enrolled  person. 

The  State  Welfare  "Buy- In"  Medicare  Payment  Statistics  system  is  the  accumu- 
lation of  all  bills  for  those  people  who  are  in  a  "buy- in"  status  for  the  period  of 
time  covered  by  the  project.     The  two  input  files  consist  of  the  State  Welfare  "Buy- 
Ins"  (2.5  million  records)  and  the  Part  A  and  Part  B  bills  (approx.  160  million 
records  for  1973-7*0  •     The  two  files  are  matched  to  produce  a  table  showing  the 
number  of  "buy- ins"  and  the  monies  spent  on  both  Part  A  and  Part  B.     The  table  is 
broken  down  into  geographical  subdivisions  such  as  state  and  region. 


REIMBURSEMENT 

FILE  MERGE 



MATCH  TO  STATE 

 >- 

TABLE 

PART  A  AND  B 

BUY- IN  FILE 

PREPARATION 

FREQUENCY  :  Monthly /Annual 

VOLUME  :  l)-00,000,000 

SYSTEM  :  UN1YAC 

USER  :  BHI 


PROJECT  ID  -  523k 

ACTUARIAL  ENROLLMENT  DATA 


Job  523h  provides  statistics  in  tabular  format  for  OACT  on  the  number  of  bene- 
ficiaries who  were  entitled  to  HI  or  SMI  on  various  dates.     Tables  1-12  contain 
data  on  aged  beneficiaries  as  follows: 

Table  1    -  Enrollment  data  by  month  of  birth  for  aged  beneficiaries. 
Prepared  quarterly. 

Table  2    -  Number  of  aged  persons  with  SMI  protection,  by  age  and  quarter. 
Prepared  quarterly. 

Table  3    -  Number  of  aged  persons  with  SMI  protection,  and  accretions  and 
terminations  by  month.     Prepared  quarterly. 

Table  k    -  Number  of  aged  persons  with  HI  protection  by  type  of  benefi- 
ciary and  month.     Prepared  quarterly. 

Table  5    -  Number  of  aged  persons  with  HI  protection,  accretions,  and 
termination,  by  month.     Prepared  quarterly. 

2h 


Table    6  -  Aged  population  identified  on  Health  Insurance  tape,  by  age, 
sex,  and  insured  status.     Prepared  in  2nd  and  Uth  quarters. 


Table    J  -  HI  enrollments  by  month  of  birth.     Prepared  quarterly. 


Table 


Table    9  - 


Number  of  aged  persons  entitled  to  HI  or  protected  by  SMI,  by 
age,  insured  status,  and  percent  protected  by  SMI.  Prepared 
in  Ij-th  quarter  only. 

Aged  population  identified  on  Health  Insurance  tape,  by  age, 
sex,  and  insured  status.     Prepared  in  hth  quarter  only. 


Table  10  -  Aged  population  identified  on  Health  Insurance  tape,  by  age, 

sex,  color,  and  insured  status.     Prepared  in  hth  quarter  only. 

Table  11  -  Deaths  among  aged  persons  identified  on  Health  Insurance  tapes 
by  age,   sex,  color,  and  insured  status.     Prepared  in  kth 
quarter  only. 

Table  12  -  Aged  persons  residing  in  Puerto  Rico,  the  Virgin  Islands, 
American  Samoa,  or  Guam,  by  age,  sex,  and  insured  status. 
Prepared  in  1+th  quarter  only. 

These  twelve  tables  are  prepared  in  a  two-phase  operation  from  the  quarterly 
HISKEW  file  created  by  DHISD.     In  the  first,   second,  and  third  quarters  all  tables 
except  table  7  a^e  created  from  a  10%  sample.     (Table  7  is  created  from  a  100% 
sample).     In  the  second  quarter,  a  file  of  state  and  county  skeleton  records  is  als 
created  from  the  HISKEW.     An  additional  operation  processed  in  this  quarter  checks 
the  state-county  codes  for  validity  and  reformats  the  record  for  use  by  DCSD.  In 
the  fourth  quarter,  all  tables  are  created  from  a  100%  sample  and  the  final  table 
output  is  processed  in  an  additional  operation  to  create  a  tape  file  summary  of 
tables  10  and  11  to  be  used  by  0ACT  in  the  preparation  of  population  and  mortality 
rate  estimates. 


Tables  13-17,   created  from  a  writeoff  of  the  HISKEW  file  containing  CRD  and 
disability  cases,  contain  data  on  disabled  persons  under  age  65  as  follows: 


Table  13 
Table  ih 
Table  15 
Table  l6 
Table  17 


Enrollment  data  by  month  of  entitlement  to  HI. 
quarterly. 


Prepared 


Number  of  disabled  persons  with  SMI  protection,  by  age  and 
quarter.     Prepared  quarterly. 

Number  of  disabled  persons  with  SMI  protection,  and  accretions 
and  terminations  by  month.     Prepared  quarterly. 

Number  of  disabled  persons  with  HI  protection,  accretions,  and 
terminations,  by  month.     Prepared  quarterly. 

Number  of  disabled  persons  entitled  to  HI  or  protected  by  SMI, 
by  age,  beneficiary  status,  and  percent  protected  by  SMI. 
Prepared  in  ^th  quarter  only. 
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HEALTH  INSURANCE  MASTER 
SKELETON  RECORDS  (HISKEW) 
FROM  JOB  5215 


TABULATION  OF  DATA 
FOR  ACTUARIAL 
ENROLLMENT  PURPOSES 


FREQUENCY  :  Semi-annually 

VOLUME  :  35,000,000 

SYSTEM  :  IBM 

USER  :  OACT 


PROJECT  ID  -  5235 
NONCONTRIBUTORY  MILITARY  SERVICE  REIMBURSEMENT  DETERMINATION 


The  Office  of  the  Actuary  requests  data  needed  to  determine  the  amount  of 
reimbursement  to  the  hospital  insurance  trust  fund  attributable  to  OASDI  beneficiar- 
ies using  Noncontributory  Military  Service  Credits.     The  methodology  used  consists 
of  obtaining  reimbursement  data  from  the  Health  Insurance  Bill  Retrieval  System  for 
the  selected  beneficiaries  with  Military  Service  Credits.     This  is  done  once  each 
fiscal  year  for  a  sample  of  approximately  1000  beneficiaries  selected  by  the  Office 
of  the  Actuary. 

The  Division  of  Claims  Statistical  Data  provides  the  Division  of  Health 
Insurance  Statistical  Data,  ODB,  with  these  beneficiaries  in  a  finder  card  format 
for  input  to  the  HI  Bill  Retrieval  System.     All  benefits  paid  for  these  accounts  are 
selected  and  written  to  an  output  file.     In  a  separate  operation  those  benefits  are 
summarized  by  fiscal  year  for  each  account  number  and  written  to  an  output  file 
which  is  given  to  the  Division  of  Claims  Statistical  Data. 

From  this  file  statistics  are  produced  in  various  formats  to  reflect  the  amount 
of  benefit  paid  to  OASDI  beneficiaries  using  Noncontributory  Military  Service 
Credits. 
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 > 
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 > 
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FREQUENCY  :  Annual 

VOLUME  :  1,200 

SYSTEM  :  IBM/UNTVAC 

USER  :  OA 
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PROJECT  ID  -  5236 


CREATING  SNF  STAY  RECORDS 


Health  Insurance  Program  for  the  Aged  (MEDICARE),  Title  XVIII  of  the  Social 
Security  Act,  was  enacted  July  30>  19^5  (PL89-97)?  an(i  became  effective  July  1, 
1966.     The  hospital  insurance  portion  (Part  A)  pays  for  a  large  portion  of  the  costs 
of  hospital  and  related  post-hospital  services. 

With  the  enactment  of  the  health  insurance  program  for  the  aged,   it  became 
possible  for  the  first  time  to  organize  a  continuing  information  system  to  report 
the  use  of  health  care  services  by  older  Americans.     A  primary  source  of  statistical 
data  on  skilled  nursing  facility  utilization  is    the  SNF  stay  record  file. 

When  a  person  entitled  to  Medicare  enters  a  nursing  facility,  the  admission 
section  of  the  admission  and  billing  form  is  completed  by  the  facility  and  forwarded 
through  its  intermediary  to  SSA.     The  Administration  relays  information  concerning 
the  person's  prior  qualifying  hospital  stay,  benefit  status,  and  days  remaining  in 
the  "benefit  period"  through  the  intermediary  to  the  nursing  facility.  Periodically 
the  nursing  facility  completes  the  billing  section  of  the  form  and  sends  it  to  the 
intermediary.     At  discharge,  the  final  billing  form  is  completed.     The  intermediary 
forwards  approved  bills  to  SSA.     Bills  which  have  cleared  the  administrative  pro- 
cesses in  BDP-Systems  are  forwarded  to  the  Division  of  Health  Insurance  Statistical 
Data  for  compiling  statistics  requested  by  the  Office  of  Research  and  Statistics 
and  other  customers.     A  large  portion  of  these  requests  need  information  for  a 
complete  discharge  of  "stay",   i.e.   from  date  of  admission  to  date  of  discharge. 
Commonly  requested  items  are  mean  length  of  stay,  mean  covered  days  per  stay,  mean 
covered  charges  per  discharge,  mean  reimbursement  per  discharge,  etc. 

The  skilled  nursing  facility  basic  "stay  record"  was  conceived  as  the  logical 
solution  to  supply  the  need  for  statistical  utilization  data.     BDP-Systems  forwards 
cleared  bills  on  a  flow  basis  to  DHISD.    All  bills  for  the  same  nursing  facility 
stay  are  sorted  and  summarized  creating  a  bill  summary  record.     As  soon  as  the  bill 
summary  indicates  the  person  has  been  discharged,  a  stay  record,   showing  information 
from  admission  to  discharge,   is  created.     If  the  patient  has  not  been  discharge,  the 
bill  summary  remains  on  the  orbiting  bill  summary  file  until  discharge  information 
is  received. 

Complete  stay  records  are  used  to  compile  a  large  portion  of  health  insurance 
utilization  statistics.     They  comprise  one  of  the  basic  files  used  in  the  Statistical 
System  of  the  Medicare  program.     Some  of  the  major  projects  using  these  stay  record 
files  are  Current  Utilization  Tables,  5$  Summary  Tabulations,  and  Annual  Program 
Stat  i  st  ic  s - SNF  Tabulat  ions . 
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PROJECT  ID  -  5239 


AUTOMATED  MEDICAL  CODING  SYSTEM 


Diagnostic  and  surgical  procedure  terms  from  HI  bills  are  received  from  BDP. 
The  terms  are  edited  for  extraneous  words  and  characters,  and  compliance  to  the 
coding  system's  requirements.     The  edited  terms  are  sequenced  and  matched  to  the 
related  coding  dictionaries.     When  a  term  is  found  in  the  dictionary,  the  code  in 
the  dictionary  is  assigned  to  the  term.     If  an  exact  match  of  terms  cannot  be  found, 
the  code  from  the  dictionary  with  the  highest  number  of  matching  characters  is 
assigned  to  the  term  as  a  proposed  code.     All  terms  with  proposed  codes  are  segre- 
gated from  the  coded  terms,  listed  in  proposed  code  sequence,  and  clerically  review- 
ed for  accuracy.     If  the  proposed  code  is  incorrect,  the  correct  code  is  applied  and 
introduced  into  the  system.     After  the  proposed  codes  are  reviewed  for  recoding  or 
acceptance,  the  terms  are  accreted  to  the  coded  term  file  prior  to  screening  against 
bill  status  information. 

The  status  data,  provided  by  BDP,  notifies  which  bills  have  been  released  to 
Data  Development,  which  bills  have  been  returned  to  the  intermediary,  and  which  bills 
are  still  being  processed  in  the  administrative  system.     For  those  bills  released  to 
Data  Development,  the  code  is  transferred  to  the  bill  from  the  coded  term  and  the 
bill  is  released  to  Project  5219  for  additional  statistical  processing.     The  coded 
terms  for  bills  still  in  the  administrative  process  are  orbited  into  the  next  status 
run  while  coded  terms  for  bills  returned  to  the  intermediary  are  deleted  from  the 
coding  system. 

The  coding  dictionaries  are  derived  from  the  accumulation  of  proposed  code 
terms.    When  a  term  has  been  used  a  specified  number  of  times  within  a  given  period 
of  time,  it  is  prepared  as  a  new  dictionary  entry  and  is  listed  for  review  by  ORS. 
Also,  at  this  time,  ORS  may  request  the  deletion  of  terms  from  the  coding  diction- 
aries, based  on  low  usage  of  the  term.     The  specified  usage  and  time  periods  to  be 
used  by  these  tasks  will  be  established  by  ORS  as  more  run  experience  is  gained. 
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PROJECT  ID  -  <52kO 
5292 
5293 
5505 

ANNUAL  PROVIDER  OF  SERVICES  PROGRAM  STATISTICS 


The  Annual  Provider  of  Services  Program  Statistics  are  initiated  each  year  by 
receipt  of  the  specifications  for  the  system  from  ORS.     The  systems  specifications 
that  are  prepared  by  ORS  contain  the  following  requirements  for  the  development  of 
the  system:  (l)    The  Provider  of  Services  Master  File  that  will  be  used  to  extract 
the  base  for  creation  of  the  statistics,  (2)    the  edit  criteria  and  consistency 
checks  that  are  required  to  prepare  the  file  for  creation  of  the  requested  tables, 
(3)    the  number  of  publication  and  non-publication  tables  that  are  required  for  a 
given  year  and  the  content  of  each  table,  and  (k)     the  general  population  figures 
for  the  Standard  Metropolitan  Statistical  Areas  for  that  year.     To  satisfy  this 
request  from  ORS  the  system  has  been  developed  as  a  four  phase  operation,  including 
the  initial  file  extraction,  the  file  preparation,  the  data  line  generation,  and, 
finally,  the  hard  copy  of  the  tables  and  the  creation  of  the  tape  file  that  will  be 
used  by  GPO  as  input  to  the  linotron  operation  to  publish  the  annual  statistics. 

In  phase  one  of  the  system,  the  base  file  is  extracted  from  the  Provider  of 
Services  Master  File  and  matched  against  the  Geographic  Area  File.     The  geographic 
information  is  inserted  in  each  of  the  provider  records  being  used.     Only  providers 
who  were  actively  participating  in  the  program  for  the  year  being  run  are  extracted. 
In  this  phase  of  the  operation,  the  listings  include  a  complete  listing  of  the  base 
file,  a  comparison  listing  comparing  the  facility  for  the  current  year  against  the 
prior  year,  and  control  listings  containing  the  totals  of  the  required  data  fields 
to  monitor  the  tabling  operation  of  the  system.     It  is  from  these  listings  that  ORS 
will  work  up  the  corrections  that  will  be  applied  to  the  file  in  phase  two  of  the 
system. 

Phase  two  consists  of  the  receipt  of  these  corrections  from  ORS.     The  correc- 
tions are  keypunched  and  verified.     The  corrections  are  then  edited  and  applied  to 
the  base  file.     If  there  are  any  inconsistencies  detected  in  the  base  file  during 
this  updating  procedure,  the  errors  are  listed,   forwarded  to  ORS,  and  the  cycle  is 
repeated.     The  file  preparation  cycle  is  repeated  until  the  base  file  is  error  free. 
At  this  point,  data  line  creation  can  be  started. 

The  data  line  creation  is  done  from  a  reformatted  version  of  the  base  file  that 
contains  selected  data  items  that  are,   in  some  cases,  used  as  they  appear  on  the 
base  file  and,   in  other  cases,  special  coded  fields.     From  this  file  a  300  position 
data  line  will  be  created  for  each  line  of  each  table.     The  tables  vary  in  size 
from  10  lines  to  ^000  lines  per  table.    The  number  of  tables  vary  each  year  but  are 
usually  in  the  range  of  50  "to  60  tables.     The  data  line  tapes  are  forwarded  to  the 
next  phase  where  the  data  lines  are  matched  against  control  tapes  that  contain  the 
heading  information,  the  spacing  and  page  controls,  and  the  editing  for  the  data  for 
generation  of  the  hard  copy  for  ORS  review  of  the  tables.     The  control  tapes  for 
this  phase  of  the  system  and  for  the  linotron  operation  are  created  by  ORS. 

The  final  phase  of  the  statistics  system  is  the  creation  of  the  data  tapes  that 
are  used  by  ORS  as  input  to  the  linotron  system.     After  ORS  has  thoroughly  audited 
all  of  the  review  tables  and  found  them  to  be  error  free,  the  linotron  tapes  will  be 
generated.     Lintron  input  files  are  required  only  for  the  publication  series  tables. 
For  the  non-publication  tables,  the  hard  copies  are  all  that  is  required.     ORS  uses 
the  non-publication  series  as  support  data  that  is  necessary  to  prepare  the  narra- 
tive portion  of  the  statistics  publication.     Upon  completion  of  the  linotron  file 
generation,  the  system  for  this  area  of  the  operation  has  been  completed. 
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FREQUENCY  :  Yearly 

VOLUME  :  30,000 

SYSTEM  :  UNIVAC 

USER  :  ORS 


PROJECT  ID  -  52h5 

CMS  MONTHLY  AND  ANNUAL  PROCESSING 


The  Current  Medicare  Survey  includes  persons  selected  from  approximately  100 
sampling  units  of  the  Census  Bureau,  who  are  eligible  for  Medicare  (Aged  Sample)  and 
those  who  are  disabled  (Disability  Sample).     The  ratio  for  the  Aged  Sample  is 
approximately  1  in  k300  while  the  ratio  for  the  Disability  Sample  is  approximately 
1  in  800.     The  Aged  Sample  began  in  July  1966  and  the  Disability  Sample  began  in 
July  1971. 

Those  selected  to  participate  in  the  Sample  are  interviewed  on  a  monthly  basis 
by  the  Census  Bureau  and  are  queried  on  five  specific  topics: (see  Project  5208) : 

Doctors  Visits 

Doctors  Seen  While  in  a  Hospital 
Doctors  Seen  While  in  a  Nursing  Home 
Durable  Medical  Equipment  Used 

Drug  Usage  Both  Over- the -Counter  and  Prescription. 

Upon  completion,  the  questionnaires  are  forwarded  to  the  Office  of  Research  and 
Statistics  for  coding.     The  coded  questionnaires  are  then  forwarded  to  BDP  through 
ODD  for  data  entry.     The  data  entry  operation  is  key  to  magnetic  tape. 

The  encoded  information  for  both  Samples,  along  with  the  deductible  information 
(previous  covered  charges  up  to  $60.),   is  then  edited  for  consistency  and  accuracy. 
From  this  editing  operation,  work  listings  are  prepared  and  forwarded  to  ORS.  Upon 
review  of  these  listings,  changes  and  corrections  are  prepared  by  ORS  and  applied 
to  the  master  files.     After  they  are  applied,  the  files  are  re-edited.     This  correc- 
tion and  re-edit  process  is  repeated  until  the  file  is  'clean.' 
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The  corrected  master  (Aged  Sample)  is  then  processed  along  with  the  CMS  Control 
file  to  produce  Monthly  Drug  Tables  which  provide  prescription  information  based  on 
geographic  location,  health  conditions,  costs,  etc. 

The  corrected  Aged  and  Disability  files  are  then  processed  to  produce  a  Total 
Record  Listing  which  shows  the  individuals  charges  (covered  and  non- covere d) ,  visits 
(covered  and  non- covered) ,  drug  charges,  and  prescriptions  in  a  spread  format. 

At  the  end  of  each  processing  year,  the  corrected  monthly  files  are  combined 
into  yearly  files.     At  this  point  more  changes  are  made  by  ORS  and  these  changes  are 
applied  to  the  master  files.    After  the  changes  have  been  applied,  the  data  is 
microfilmed  to  provide  easily  accessible  reference. 

The  corrected  yearly  file  is  processed  to  obtain  data  for  the  Hospital  and 
Nursing  Home  Study.     This  study  includes  tabulations  on  discharges,  December  admis- 
sions, and  stays  from  one  month  to  the  next. 

A  Cumulative  '01'  record  file  is  obtained  from  the  yearly  file  and  is  used  to 
provide  Part  A  and  Part  B  Medicare  Utilization  Data.     The  Cumulative  '01'  file, 
Health  Insurance  Print  Out  file,  CMS  Control  file,  and  CMS  Demographic  file  are 
processed  to  create  a  composite  record.     The  Composite  record  is  used  to  study  the 
impact  of  the  Part  B  deductible  and  the  20$  coinsurance  on  Medicare  utilization  and 
to  prepare  reports  showing  the  differences  between  the  CMS  data  and  the  data  avai- 
lable from  the  Summary  Series. 

The  CMS  Demographic  and  the  yearly  CMS  file  are  processed  to  obtain  tabulation 
records  for  Group  I  and  Group  II  tables.  The  following  are  some  of  the  classifica- 
tions used  in  compiling  these  tables: 

Health  Limitations 

Health  Insurance  Coverage  other  than  Medicare 

Household  Membership 

VA  Status 

Size  of  Community 

Education 

Marital  Status 

Enrollee  Income 

Work  Status 

Payment  Sources 

Deductible  Status 

Hospital  and  Nursing  Home  Discharges 
Welfare  Determinations. 

The  finished  products  from  the  Group  I  and  Group  II  tables  are  hard  copy 
listings  and  microfilm. 
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PROJECT  ID  -  52kQ 


100$  PART  A  BILL  SAMPLE  FOR  OFFICE  OF  ACTUARY 


This  project  was  requested  by  the  Office  of  Research  and  Statistics  to  fulfill 
a  request  from  the  Office  of  the  Actuary.     The  project  summarizes  all  Part  A  bills 

'type  of  facility  and  beneficiary  type.     The  tabulations  fulfill  a  need  by  OACT 
to  have  up-to-date  totals  of  Part  A  expenditures.     The  tabulations  contain  current 
and  total-to-date  totals  for  each  type  of  facility.     Thus,  the  tabulations  provide 
the  Actuary  with  a  quick  method  of  determining  total  Part  A  benefit  costs  to  date. 

Although  the  purpose  of  the  tabulations  is  to  provide  timely  gross  totals,  the 
project  does  produce  some  special  purpose  tabulations  of  selected  railroad  benefici- 
aries and  a  tabulation  of  all  railroad  pensioners  (SSA  BIC  80's). 

This  project  began  with  ten  tabulations  in  19&J  and  has  expanded  to  twenty 
tabulations  since  then.    "When  originally  written  in  1967,  the  system  was  composed  of 
ten  programs.     Each  program  processed  the  same  data  and  prepared  one  tabulation. 
The  system  was  rewritten  to  make  it  more  efficient,  cut  down  on  processing  time, 
and  decrease  the  error  incidence  by  processing  the  source  file  only  once  and  pre- 
paring all  the  tabulations  in  one  program.     This  approach  served  us  well  when  only 
ten  tabulations  were  prepared,  but  it  has  become  strained  to  its  limits  by  doubling 
the  number  of  tabulations.     If  tabulations  are  added  in  the  future,  the  system  may 
have  to  be  completely  redesigned. 

There  is  only  one  source  file  for  this  project.     All  source  records  are  derived 
from  the  DHWHIM  (Job  #5205)  file  in  a  series  of  operations  which  prepares  a  100$ 
file  of  Part  A  bill  skeletons. 


1 


QUARTERLY 
100$  PART  A 
BILL 

TABULATIONS 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


Quarterly 

3,000,000 

IBM 


0ACT/0RS 


33 


PROJECT  ID  -  5253 


PAYMENT  RECORD  REFERENCE  FILE  (PRRF) 


The  Payment  Record  Reference  File  (PRRF)  Project  began  in  1969  as  an  effort  to 
standardize  physician  and  suppliers'  identification  numbers  and  to  prepare  tabula- 
tions for  use  by  Congressional  Committees  and  other  SSA  components  to  provide  an 
overview  of  the  SMI  program. 

The  PRRF  is  a  master  file  of  all  physicians  and  suppliers  of  service  receiving 
payments  under  Part  B  Medicare. 

The  PRRF  records  are  received  semiannually  from  the  Part  B  carriers  in  the  form 
of  cards  and  tapes. 

The  card  records  are  reformatted  and  pre-edited  into  a  tape  format.  The 
carrier  records  are  then  edited  and  the  master  PRRF  updated.     Edit  Exception  Lists 
and  controls,  along  with  the  unmatched  records,  are  returned  to  the  respective 
carriers  for  their  information  and  corrections. 

Tables  are  tabulated  to  assure  that  the  carrier  records  received  meet  the 
standards  set  to  insure  accurate  information  on  physician  reimbursements  from  the 
Medicare  program. 

The  master  PRRF  is  also  validated  on  the  social  security  number  or  employee 
identification  number  against  the  MBR  to  assure  that  the  physician  and  suppliers' 
identification  numbers  are  being  reported  correctly. 

Three  different  sequences  of  the  master  PRRF  are  produced  for  microfilm  to  aid 
ORS  and  BHI  in  answering  inquiries  from  the  Program  Integrity  Group  and  regional 
offices. 

A  skeleton  record  is  also  produced  for  use  in  the  annual  and  semiannual 
Physician  Payment  Project. 
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PROJECT  ID  -  5255 


COMPUTER-GENERATED  BHI  MAILING  LIST 


The  BHI  Mailing  List  is  a  comprehensive  computerized  label  retrieval  system. 
This  system,  which  became  operational  in  June  1970>  provides  for  maintaining  a 
master  mailing  list  file  for  up  to  300  medicare  manuals  and  publications.  The 
system  is  capable  of  producing  as  many  as  75  selections  in  one  computer  run.    A  data 
base  of  all  recipients  of  BHI' s  medicare  manuals  and  publications  is  maintained. 
The  system  includes  counts  of  quantities  of  documents  distributed  to  each  recipient. 
File  control  in  the  production  of  statistics  enhances  BHI  in  their  preparation  of 
documents  to  be  mailed. 
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PROJECT  ID  -  5259 


HIB  ANNUAL  SHORT  STAY  HOSPITAL  TABULATIONS 


Hospital  insurance  coverage  under  MEDICARE  for  persons  age  65  and  over  became 
effective  July  1,  1966.     During  July- December  1966  there  were  2.3  million  discharges 
from  short  stay  hospitals  for  insured  persons.     During  January- December  1967  there 
were  over  5  million;  in  1968  there  were  over  5.6  million  discharged. 

The  preceding  figures  are  just  a  minute  sample  of  information  requested  of  the 
Division  of  Health  Insurance  Statistical  Data  by  the  Office  of  Research  and  Statis- 
tics.    The  "Statistical  System  of  the  Medicare  Program"  has  as  primary  objective  to 
provide  data  to  measure  and  evaluate  program  operation  and  effectiveness.  Other 
sections  of  this  master  plan  for  information  processing  are  concerned  with  tabula- 
tions concerning  the  characteristics  of  persons  enrolled  for  Medicare,  and  charac- 
teristics of  the  participating  providers  of  services.     Section  k.l  publications  are 
concerned  with  showing  short  stay  hospital  utilization;  Section  h.2  shows  tabula- 
tions on  types  of  ailments  persons  were  treated  for  (using  International  Classifi- 
cation of  Diseases,  Adapted),  and  the  prescribed  surgical  procedures  used  to  treat 
Medicare  patients. 
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The  primary  input  for  all  the  subsystems  which  comprise  the  Annual  Short  Stay 
Hospital  Tabulations  is  the  file  of  inpatient  hospital  stay  records  which  is  created 
from  bills  after  they  clear  the  administrative  processes  in  BDP  systems.     This  file 
is  processed  in  the  Division  of  Health  Insurance  Statistical  Data  through  editing 
operations  to  ensure  valid  diagnostic  codes  and  surgical  procedures  information. 

The  first  major  subsystem  in  the  annual  short  stay  hospital  tabulations  con- 
sists of  preliminary  operations  necessary  to  refine  and  complete  information  con- 
tained in  the  basic  stay  record  files.     Duplicate  items  which  may  have  entered  the 
system  are  removed.     Records  are  matched  against  a  file  of  cross-reference  account 
numbers  so  records  for  a  person  which  have  been  reported  under  different  account 
numbers  can  be  associated.     Detailed  information  regarding  the  hospital  which 
provided  services  to  the  beneficiary  is  added  to  the  stay  record.     Since  20$  sample 
data  is  used,  a  weight  factor  is  calculated  and  placed  in  each  record  so  the 
tabulated  figures  will  approximate  100$.     Geographic  "Metropolitan  Statistical  Area" 
codes  based  on  the  person's  residence  are  affixed  to  the  records.  Information 
indicating  whether  the  person  is  enrolled  in  a  group  practice  prepayment  plan  and 
whether  the  state  is  paying  Part  B  Medicare  premiums  for  the  person  is  added  to  the 
file.     The  number  of  lifetime  reserve  days  and  coinsurance  days  used  by  the  benefi- 
ciary were  not  originally  required  as  part  of  the  hospital  stay  records.  Operations 
to  obtain  these  data  from  the  HI  Bill  Retrieval  Operations  and  to  include  the 
information  in  the  file  were  added  to  this  system  beginning  with  I968  tables. 

After  all  preliminary  operations  are  concluded,  a  tabulation  skeleton  file  is 
produced.     Information  is  recoded  to  determine  precisely  which  categories  for  age, 
race,   sex,   state  of  residence,  discharge  status,  type  of  hospital  where  the  person 
received  treatment,  etc.,  will  have  to  be  updated  in  the  tabling  operations.  Where 
necessary,  default  values  are  assigned  for  specific  classifications.     Control  tables 
which  show  the  basic  figures  for  the  major  classifications  are  produced.     Review  of 
these  tables  is  completed  and,  once  accepted  by  the  requester,  all  subsequent  tab- 
ulations are  expected  to  be  balanced  against  these  control  data. 

Three  remaining  subsystems  in  this  project  produce  the  actual  tabulations  re- 
quested.    The  diagnostic  and  surgical  module  recodes  the  discharge  diagnosis  code 
to  allow  tables  to  be  prepared  on  any  of  six  groups  of  diagnosis.     Diagnostic  work 
tables  are  produced,  and  the  Annual  Diagnostic  and  Surgical  publication  tables  (k.2 
series)  are  prepared. 

The  person  summary  module  prepares  one  record  per  person  using  information  from 
all  hospital  stays  for  the  person  during  the  year.     This  file  is  then  used  to  pre- 
pare the  annual  short  stay  hospital  variances  tabulations,  as  well  as  selected 
tables  (h.l  series)  requiring  person  counts  and  counts  showing  number  of  stays  per 
person. 

The  publication  table  module  (k.l  series)  prepares  tabulation  data  in  format 
acceptable  to  the  generalized  publication  system.     These  tabulations  are  prepared 
in  many  different  programs  and  finally  are  all  spooled  together  for  subsequent  uses 
by  the  requestor. 
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PROJECT  ID  -  526,3 


STUDY  OF  STATE  BUY- IN  AND  GPPP  MEMBER  POPULATIONS 


In  recent  years  the  rapid  rise  in  health  insurance  costs  has  generated  mounting 
concern  over  means  of  coping  with  these  costs.     One  means  found  effective  is  the 
Group-Practice  Prepayment  Plan  (GPPP).     GPPP' s  are  organizations  which  provide  a 
comprehensive  range  of  health  care  services  to  an  enrolled  population  on  a  fixed 
prepaid  per-capita  fee. 

Another  result  of  rising  health  care  costs  is  the  financial  "burden  placed  upon 
the  individual  States  because  of  their  need  to  furnish  health  care  to  persons  on  the 
public  assistance  rolls.    Medicare,  at  its  start  in  1965,  gave  the  States  the  option 
of  enrolling  and  paying  premiums  for  aged  persons  receiving  cash  payments  under 
public  assistance  programs.     Public  Law  90-2¥3  extended  eligibility  effective  April 
1,  1968,  to  those  who  qualify  for  medical  assistance  programs.     This  group  is  re- 
ferred to  as  State  Buy- Ins. 
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This  study,  processed  on  an  annual  basis,  aids  in  examination  of  enrollment 
trends  and  medicare  utilization  of  these  two  special  groups  by  supplying  enrollment 
counts  by  age,   sex,  and  geographic  location. 

The  input  to  this  study  is  obtained  from  two  sources.     The  Division  of  Health 
Insurance  Systems  prepares  a  GPPP  membership  file  for  the  study  years  from  the  GPPP 
Master  File.     The  Division  of  Post  Entitlements  prepares  a  State  Buy- In  File  for  the 
same  period,  extracting  enrollment  data  from  the  Third  Party  Master  file. 

"When  the  input  files  become  available,  the  output  tables  are  produced  in  two 
series  of  runs;  one  series  producing  the  GPPP  Tables,  and  the  second  producing  the 
Buy- In  tables. 

This  study  produces  two  GPPP  Tables,  one  showing  enrollment  as  of  July  1st  of 
all  persons  ever  enrolled.    These  tables  depict  enrollment  by  age  and  sex  in  each 
specific  plan. 

The  State  Buy- In  tables  require  additional  processing  to  provide  the  data 
necessary.     Upon  receipt,  the  State  Buy- In  file  is  matched  against  the  Health  Insur- 
ance Skeleton  Eligibility  file  (HISKEW-Job  #5215)  for  the  purpose  of  extracting 
additional  data. 

This  study  produces  three  State  Buy- In  tables:    one  reflecting  enrollment  as  of 
July  1st  of  the  study  year  by  age,  sex,  race,  and  geographic  location;  the  second 
showing  totals  of  persons  ever  enrolled,  again  broken  down  by  age,  race,  sex,  and 
geographic  location;  and  the  third  showing  those  persons  ever  enrolled  by  sex  and 
geographic  location. 
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PROJECT  ID  -  526k 


PART  B  CARRIER  WORKLOAD  AND  OVERPAYMENT  DATA 


ORS  forwards  on  a  monthly  "basis  individual  Part  B  carrier  workload  reports 
(Form  1565)  to  ODD  to  establish  a  yearly  performance  file.     Various  punching  and 
clerical  operations  are  performed  on  the  monthly  input  before  it  is  released  to 
computer  operations  for  an  edit  and  update  procedure.     In  the  update  the  monthly 
data  is  applied  to  the  yearly  file  containing  individual  records  and  summary  records 
for  the  month,  quarter,  and  year.     From  this  file  various  tabulations  are  produced 
estimating  workloads,  establishing  operating  norms,  and  identifying  problem  areas. 
These  tables  are  listed  on  a  monthly,  quarterly,  and  yearly  basis. 

Quarterly,  ORS  submits  an  Overpayment  and  Duplicate  Charge  Activity  form  (SSA- 
217*0  for  individual  Part  B  carriers  to  ODD  to  establish  a  yearly  overpayment  and 
duplicate  charge  file.     The  input  follows  the  same  processing  as  the  workload  re- 
ports except  on  a  quarterly  basis.     The  input  is  applied  to  the  yearly  file  contain- 
ing individual  and  summary  records  for  the  quarter  and  year.     The  quarterly  and 
yearly  tables  produced  from  this  file  indicate  the  number  of  recovered  overpayments 
by  carriers,  the  amount  of  overpayments,  the  number  of  duplicate  charges  detected 
and  how  they  were  discovered. 
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PROJECT  ID  -  5268 


ANNUAL  PHYSICIAN  PAYMENT  PROJECT 


The  Annual  Physician  Payment  Project  provides  the  Program  Integrity  Staff,  BHI, 
with  annual  statistics  on  physicians  and  suppliers  of  medical  services  who  receive 
reimbursement  under  Part  B  of  Medicare.     Part  B  payment  records,  processed  monthly 
in  Project  5201,  are  skeletonized  and  sorted  into  carrier  number,  physician  identi- 
fication number  sequence.     The  sorted  file  is  matched  with  the  Payment  Record 
Reference  File  (PRRF)  created  in  Project  5253-     Unmatched  items  are  listed  and  the 
lists  are  sent  to  the  carriers  for  possible  corrections  or  additions  to  the  PRRF 
master  file.     The  matched  records  are  summarized  and  all  physicians  and  suppliers 
who  received  $25,000  or  more  in  the  calendar  year  are  listed  in  region,  carrier, 
name  sequence.     The  list  also  identifies  certain  keyed  physicians  or  suppliers 
based  011  reimbursement  patterns. 


In  addition,  three  sets  of  tables  are  produced  in  this  project: 

Payment  Record  Tables  based  on  the  match  with  the  PRRF. 

Special  Pattern  Tables  based  on  physician  and  suppliers  who  earned 
$25,000  or  more  for  the  calendar  year. 

Physician/ Supplier  Tables  including  all  physicians  and  suppliers  regard- 
less of  the  amount  of  reimbursement  in  the  calendar  year. 
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PROJECT  ID  -  $271 


CHRONIC  RENAL  DISEASE 


The  1972  Amendments  to  Section  2991,  Public  Law  92-603,  extended  Medicare 
coverage  to  those  persons  tinder  age  65  who  are  fully  or  currently  insured  or  are 
entitled  to  monthly  benefits  and  to  the  dependents  of  these  persons,   if  they  require 
Hemodialysis  or  a  renal  transplant  for  the  treatment  of  Chronic  Renal  Disease  (CRD). 

This  disease  category  is  the  first  catastrophic  illness  to  be  covered  under  a 
National  Federally- Funded  Health  Insurance  Program.     Its  implementation  by  SSA 
requires  a  statistical  system  which  will  provide  timely  data  for  administrative  and 
research  purposes  to  aid  the  administration  in  measuring  and  evaluating  the  care 
furnished  those  persons  receiving  benefits  as  a  result  of  this  legislation.  The 
system  concerns  itself  not  only  with  those  persons  entitled  under  Section  299I>  but 
with  any  Medicare  beneficiary,  either  aged  or  disabled,  who  is  identified  as  suffer- 
ing from  Chronic  Renal  Disease. 

In  order  to  fully  monitor  the  benefits  being  paid  to  individuals,  the  types  and 
amounts  of  care  required  by  persons  afflicted  with  Chronic  Renal  Disease,  the  abil- 
ity of  Providers  to  supply  the  required  services,  as  well  as  to  monitor  the  overall 
costs  of  the  program  itself,  a  far-reaching  information  gathering  system  has  been 
devised  which  not  only  furnishes  statistics  on  a  weekly,  monthly,  and  quarterly 
basis,  but  which  makes  available  all  Medicare  data  for  each  beneficiary  who  is 
identified  as  suffering  from  Chronic  Renal  Disease  as  defined  under  the  1972  amend- 
ments. 

The  keystone  in  this  information  system  is  the  Chronic  Renal  Disease  Benefici- 
ary History  File  (CRDBHF).     This  file  contains  all  valid  bills,  payment  records, 
statistical  records  (Personal  History  and  Charge  and  Service  Information  records), 
as  well  as  the  most  current  HI  Master  Record  for  all  persons  identified  as  being 
afflicted  by  CRD. 

The  original  CRDBHF  was  comprised  of  the  HI  Master  Records  for  the  1776  persons 
identified  by  the  National  Institute  of  Health  as  being  eligible  for  CRD  benefits. 
As  other  eligible  beneficiaries  were  identified,  either  by  the  District  Offices  or 
by  SSA  Headquarters,  the  change  in  status  was  reflected  in  the  MBR  system  by  ini- 
tializing a  field  in  the  beneficiaries  HI  master  record  or,   in  the  case  of  a  newly 
entitled  beneficiary,  the  creation  of  an  HI  master  record.    These  accretion  records 
for  all  newly  identified  beneficiaries  were  extracted  from  the  Weekly  Health  Insur- 
ance Merge  (WHIM  file)  and  accreted  to  the  CRDBHF  on  a  weekly  basis.     Those  records 
(Part  A  Bill,  Part  B  Payment  records,  and  Statistical  records)  reflecting  activity 
for  any  CRD  beneficiary,  as  well  as  those  change  records  (HI  Master  records  with  a 
disposition  code  of  other  than  1 11' )  reflecting  such  things  as  a  change  in  entitle- 
ment status,  are  obtained  in  the  same  manner.     All  HI  master  records  with  the  CRD 
indicator  initialized  to  other  than  zero,  any  bill  or  payment  record  with  a  Medicare 
status  code  of  11,  21,  or  31,  and  all  CRD  statistical  records,  are  extracted  from 
the  WHIM  file  and  accreted  to  the  CRDBHF. 

The  statistical  records  (Personal  History  form  and  Charge  and  Service  Informa- 
tion record)  mentioned  are  both  used  exclusively  by  CRD  Beneficiaries. 

The  Patient  History  form  (SSA  form  2jh2)  is  submitted  at  the  time  Renal  Disease 
is  initially  evaluated  and  reflects  the  beneficiaries  general  health  status,  type  of 
Renal  failure,  and  degree  of  incapacitation.     The  Charge  and  Service  Information 
record  (SSA  Form  27U3)  is  prepared  each  time  a  Part  A  bill  is  submitted  for  renal- 
related  services  and  contains  information  as  to  type  and  frequency  of  dialysis, 
whether  or  not  the  patient  dialyzes  at  home,  and  whether  or  not  the  patient  has  had, 
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or  may  be  eligible  for,  a  kidney  transplant.     A  third  type  of  statistical  record  for 
the  exclusive  use  of  Renal  beneficiaries  -  the  Line  Item  Control  form,  which  will 
accompany  the  Part  B  Payment  records,   is  presently  in  the  design  status.  This  form 
came  into  use  in  mid- 19T5- 

The  statistical  data  produced  by  this  system  consists  of  weekly,  monthly,  and 
quarterly  tables  reflecting  the  following  data: 


Weekly  counts  of  records  accreted  by  record  type  and  type  of  beneficiary 
(i.e.,  aged,  disabled,  or  entitled  under  provisions  of  Section  2991). 

Monthly  counts  of  records,  accreted,  broken  down  by  provider,  carrier/ 
intermediary,  and  region;  tabulations  of  total  changes  and  reimbursement 
amounts,  tabulations  of  dialysis  information,  and  a  breakdown  of  CRD 
beneficiaries  by  region,   sex,  and  type  of  CRD  entitlement. 

Quarterly  counts  of  beneficiaries  by  type  of  CRD,  sex,  distributed  by 
state  and  county.     A  quarterly  listing  of  all  beneficiaries  on  the  History 
file  is  also  prepared,  including  name  and  address  of  each  beneficiary, 
date(s)  of  entitlement,  data  of  birth,  etc. 


In  addition  to  the  functions  outlined  above,  the  CRD  system  contains  the  capa- 
bility of  complying  with  special  requests  for  data  on  a  timely  basis  with  a  minimum 
of  programming  effort.     This  includes  provisions  for  editing,  adding,  or  deleting 
specific  records.     The  CRDBHF  is  maintained  in  a  manner  so  as  to  permit  its  being 
used  by  other  programmers  not  only  within  DHISD,  but  in  other  divisions  as  well. 
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PROJECT  ID  -  5273 


OPEN  ADMISSION  ITEM  TABLES 


Part  A  hospital  insurance  is  based  on  a  'benefit  period'  or  'spell  of  illness' 
concept  wherein  a  new  benefit  period  (spell  of  illness)  begins  when  a  subsequent 
hospital  admission  occurs,  provided  at  least  60  days  have  elapsed  since  the  date 
of  discharge  for  the  previous  admission.     It  is,  therefore,  necessary  to  process  all 
Part  A  bills  on  a  strict  'in  sequence'  basis  to  determine  whether  a  second  hospital 
admission  begins  a  new  benefit  period  or  merely  continues  the  first. 

To  this  end,  the  Division  of  Health  Insurance  Systems  generates  a  bill  admis- 
sion/control record  (Ric  G)  on  the  daily  Health  Insurance  Control  File  (HDHIC)  with 
an  'open  admission'  trailer  when  a  beneficiary  enters  a  hospital  for  the  first  time. 
Subsequent  admissions  create  additional  'open  admission'  trailers  up  to  a  maximum 
of  30.    A  trailer  is  'closed'  when  a  date  of  discharge  is  received  for  that  admis- 
sion, provided  that  all  earlier  'open  admissions'  have  been  closed.     If  an  earlier 
admission  is  still  open,  the  record  is  held  on  the  Health  Insurance  Pending  file 
(HDHIPT)  until  receipt  of  a  date  of  discharge  for  the  earlier  open  admission. 

This  project  uses  only  the  open  admission  trailers  to  produce  three  tables  as 
of  the  final  Friday  of  each  month.     Table  k  tabulates  the  number  of  open  admission 
items  by  provider  of  services  and  month  of  admission.     Table  ^A  tabulates  the  number 
of  open  admissions  with  interim  bills  by  provider  of  services  and  month  of  admis- 
sion.    Table  UB  tabulates  the  number  of  open  admissions  by  provider  of  services  and 
year  of  admission.     Percentages  are  also  obtained  for  tables  k  and  kA. 

This  project  was  requested  by  the  Office  of  Research  and  Statistics. 
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FREQUENCY  :  Monthly 
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PROJECT  ID  -  5275 

CURRENT  MEDICARE  SURVEY  -  GROUP  III  TABULATIONS 

The  Group  III  project  produces  statistical  tables  used  to  measure  the  effec- 
tiveness of  the  health  insurance  program  and  to  estimate  future  needs  and  workloads 
of  the  program. 
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The  project  is  divided  into  tvo  (2)  large  systems,  the  Aged  Sample  system  and 
the  Disability  Sample  system.     Each  of  these  systems  is  divided  into  four  (h)  sub- 
systems which  are  the  Monthly  subsystem,  the  Cumulative  Quarterly  subsystem,  the 
Quarterly  subsystem,  and  the  Annual  subsystem. 

Each  subsystem  uses  Sample  Control  file  records  and  Current  Medicare  Survey 
(CMS)  records  from  Job  #52^5.     These  records  are  processed  in  file  maintenance  and 
update  operations.     "Weighting"  data  is  supplied  by  ORS. 

The  sample  control  file  records  supply  demographic  information  such  as  age, 
race,  sex,  and  area  of  residence  for  each  person  in  the  sample  group.     The  CMS 
records  supply,  on  a  monthly  basis  for  each  person  in  the  sample  group,  information 
on  the  number  of  services,  types  of  services,  charges  for  services  and  drugs,  deduc- 
tible amounts,  potential  reimbursement  amounts,  etc. 

Data  from  the  file  maintenance  and  update  operations  is  processed  into  tabula- 
tion records.     The  tabulation  records  are  then  processed  in  Publication  operations 
to  prepare  listings  of  the  statistical  tables. 

The  following  are  some  of  the  broad  categories  for  which  detailed  information 
and  averages  are  provided: 

a.  Utilization  of  and  charges  for  medical  services  by  selected  character- 
istics of  the  persons  enrolled  and  deductible  status 

b.  Distribution  of  persons  using  covered  services  by  number  of  services, 
charges,  type  of  service,  and  deductible  status 

c.  Distribution  of  persons  using  services  by  amount  of  charges,  selected 
characteristics,  and  type  and  place  of  sevice 

d.  Distribution  of  persons  enrolled  by  amount  of  deductible  at  the 
beginning  of  the  period  and  the  end  of  the  period. 

e.  Distribution  of  persons  using  covered  services  by  number,  type,  and 
characteristics  of  service 

f.  Utilization  of  medical  services  by  type  and  place  of  service 

g.  Distribution  of  medical  services  and  charges  for  medical  services 

h.  Distribution  of  Potential  Reimbursements  for  medical  services  by  type 
and  place  of  service. 
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PROJECT  ID  -  5277 


PROVIDER  PAYMENT  REPORT 


The  Provider  Payment  Report  is  a  tabulation  by  year  of  the  number  of  approved 
bills  and  their  dollar  amounts  for  Part  A  and  Part  B  inpatient  services  provided  by 
Hospitals,  Skilled  Nursing  Facilities  (formerly  called  Extended  Care  Facilities), 
Home  Health  Agencies  &  Christian  Science  Clinics  and  Sanatoriums,  and  for  outpatient 
service  provided  by  Hospitals,  Skilled  Nursing  Facilities,  and  Christian  Science 
Clinics  and  Sanatoriums.     Summation  of  the  information  is  by  type  of  Provider,  i.e., 
Hospital,  S.N.F.,  etc.,  by  state  for  each  type  of  Provider,  and  by  Provider  within 
each  state  for  each  type.     The  provider  information  is  identified  by  Provider  Name, 
Address,  Zip  Code,  and  Provider  Number.     In  the  case  where  there  is  more  than  one 
Provider  Number  for  the  same  address,  the  data  is  lumped. 

This  annually  run  job  actually  encompasses  overlapping  18  month  periods.  For 
example,  the  1973  Report  Year  included  the  months  January  1973  thru  June  197^  and 
incorporated  the  data  from  18, 605,101  records. 

The  Provider  Payment  Report  is  prepared  for  the  Division  of  Health  Insurance 
Studies,  ORS. 
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OPERATING  STATISTICS  -  ADMISSION  NOTICES 


The  tabulations  prepared  in  this  project  are  used  by  ORS  and  BHI.     Most  of  the 
data  is  used  for  publication  purposes.     All  of  the  data  is  used  to  monitor  the 
Medicare  Amendments  of  the  Social  Security  Act. 

A  Table  2  by  Intermediary  is  prepared  to  give  ORS  detailed  information  regard- 
ing Admission  Notices  by  Intermediary,  Quarter  of  Admission  and  disposition  code. 
We  process  between  l/2  and  3/^-  million  records  each  month. 

A  second  set  of  tables  provides  data  regarding  all  Admission  Notices  received 
since  July  19 66.     Table  AN-1A  shows  the  number  of  Admission  Notices  processed  since 
July  1966  by  State,  Month  of  Admission  and  Type  of  Provider.     Table  AN-2A  shows 
number  of  Admission  Notices  processed  since  July  1966  by  State,  Fiscal  Year  and 
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Type  of  Provider.  Table  AN-3A  shows  number  of  Admission  Notices  processed  since 
July  1966  by  State,  Calendar  Year  and  Type  of  Provider.  We  have  processed  about 
5^  million  Admission  Notice  Records  since  July  1966. 

From  Admission  Notices  received  since  July  1973  three  tables  are  prepared. 
Table  AN-^A  consists  of  Inpatient  Hospital  Admissions  by  State,  Month  of  Admission, 
and  Type  of  Beneficiary.     About  10  million  Inpatient  Hospital  records  have  been 
processed.     Currently,  between  500,000  and  600,000  Inpatient  Hospital  Admission 
Notices  are  processed  each  month.     Table  AN- to  consists  of  Skilled  Nursing  Facility 
Admission  Notices  by  State,  Month  of  Admission,  and  Type  of  Beneficiary.  About 
625,000  records  have  been  processed  since  July  19T3-     We  currently  process  about 
35,000  Skilled  Nursing  Facility  Admission  Notices  each  month.     Table  AN-5A  consists 
of  Disability  and/or  CRD  Admission  Notices  for  Inpatient  Hospitals  since  July  1973 
by  State,  Month  of  Admission,  and  Type  of  Inpatient  Hospital.     This  table  contains 
about  1  million  Admission  Notices  since  July  1973-     We  currently  add  about  55,000 
records  each  month.     Of  the  monthly  additions,  about  53,000  are  Disability  only, 
1,300  are  CRD  only,  and  the  remainder  are  DIB  with  CRD. 
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PROJECT  ID  -  5280 


SEMIANNUAL  PHYSICIAN  PAYMENT  PROJECT 


This  project  was  Implemented  in  1971  "to  supplement  the  Annual  Physician  Payment 
Project.     Annual  physician  data  supplied  to  the  Program  Integrity  Staff  (BHl)  in  the 
past  has  "been  used  to  investigate  physicians  considered  potentially  aberrant  because 
of  total  monies  received  or  number  of  beneficiaries  treated.     Many  carriers  do  not 
have  the  capabilities  for  such  an  "alert  system."    Therefore,  BHI  requested  a  more 
frequent  tabulation  of  potential  aberrant  physicians  for  use  in  alerting  carriers. 
Basic  differences  of  the  semiannual  and  annual  projects  are  that  semiannually  the 
data  is  prepared  on  a  carrier  basis  only,  screening  for  aberrancies  is  done  for 
solo-practicing  physicians  only,  and  keys  for  determining  aberrancy  are  modified. 
Lists  of  physician/ suppliers  without  ID  numbers  on  the  payment  record  reference 
file,  high  earnings,  and  aberrant  physicians  are  created  as  well  as  special  pattern 
tables,  in  which  records  with  certain  practice  codes  are  tabled  by  number  and  per- 
cent of  physicians  and  physician  groups  for  selected  specialities. 
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PROJECT  ID  -  5281 


HOSPITAL- SNF  LINKAGE  STUDY 


With  certain  restrictions,  Medicare's  hospital  insurance  can  help  pay  for  care 
in  an  extended  care  facility  (ECF)  if  it  follows  a  hospital  stay  of  at  least  three 
days.     The  hospital-ECF  linkage  study  is  designed  to  obtain  combined  data  on  hospital 
and  related  ECF  utilization.    A  20%  sample  of  hospital  stay  records  for  discharges 
in  a  specific  year  is  matched  to  a  file  of  ECF  stay  records  for  that  year  to  produce 
a  matched  hospital-ECF  file,  an  unmatched  ECF  file  and  an  unmatched  hospital  file. 
Hospital  and  ECF  records  match  if  the  account  numbers  are  equal  and  the  date  of 
discharge  from  the  hospital  is  equal  to  or  within  one  day  of  the  thru  date  of  the 
qualifying  stay.     The  unmatched  hospital  file  is  used  to  create  tables.     The  hos- 
pital-ECF file  and  the  unmatched  ECF  file  are  matched  again  to  include  readmission  - 
this  time  records  from  the  two  files  match  if  the  account  numbers  are  equal  and  the 
date  of  admission  on  the  second  ECF  record  is  within  15  days  of  the  date  of  discharge 
from  the  first. 

The  new  hospital-ECF  file  is  used  to  create  tables  showing  breakdowns  by  sex, 
age,  etc.  of  total  hospital  days,  covered  ECF  days,  etc.     The  unmatched  ECF  file 
tables  beneficiaries  by  sex,  race,  number  of  covered  ECF  days,  etc. 
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CURRENT  UTILIZATION  TABULATIONS 


The  initial  specifications  for  this  project  were  dated  June  16,   19T1-  These 
tables  were  designed  to  replace  the  paid  claims  tables  Bl,  B2,  and  A1-A8. 

These  tabulations  are  based  on  the  standard  sample  sizes  as  opposed  to  100% 
tabulations  of  the  paid  claims  tables. 

Original  specifications  called  for  3^  tables;  however,  1972  Amendment  repeats 
increased  this  number  to  100. 
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These  tables  are  classified  by  period  claims  approved,  monthly  expense  incurred, 
period  of  discharge,  type  of  claim,  type  of  hospital,  state  of  residence,  length  of 
stay  and  discharge  status.    Various  mathematical  means  and  percent s  are  obtained. 

Tables  are  produced  monthly,  quarterly  and  semiannually.    The  input  is  received 
from  Job  #5201  and  consists  of  sample  selected  bills  and  payment  records.  Additional 
input  is  received  from  stay  record  operations. 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


Mo/  Qtr/ Semi-annual 
2-3,000, 000/Month 
IBM/UNIVAC 
ORS 


SERIES  OF  RUNS, 
BILLS  WITH 
PART  A  RELM. 


SERIES  OF  RUNS 
ALL  INPATIENT 
HOSPITAL  BILLS 


5283-7202 

PREPARE 

SKELETONS 

— 1 

FROM  BILL  & 

PAYMENT  REC. 

STAY  RECORD 
OPERATIONS 


SERIES  OF  RUNS 

>■ 

ALL  ECF 

BILLS 

SERIES  OF  RUNS 

 >. 

ALL  PART  A  AND 

PART  B  HHA 

BILLS 

SERIES  OF  RUNS 
ALL  PART  B 
CLAIMS 


SERIES  OF  RUNS 
HOSPITAL  STAYS 


1 


SERIES  OF  RUNS 
ECF  STAYS 


k9 


PROJECT  ID  -  528k 


ANNUAL  5/0  SAMPLE  SUMMARY  TABULATIONS 


This  project  prepares  an  annual  series  of  tabulations  summarizing  services 
provided  in  the  Medicare  Program. 

A  five  percent  sample  of  all  Part  A  and  Part  B  bills  (except  Home  Health  Agency 
which  consists  of  100$  of  the  bills)  is  selected  from  Projects  #5219  and  #5217.  The 
skeletonized  bills  are  sequenced  by  person  and  screened  for  HI  claim  number  changes 
so  that  a  true  person  file  might  be  established.     The  person  bill  file  is  then 
summarized  by  person  and  state  of  service.     This  summarized  file  is  then  matched  to 
the  HISKEW  file  to  obtain  the  most  current  personal  characteristic  information.  This 
information  consists  of  age,  race,  sex,  date  of  death,  and  types  of  benefits  being 
received. 

When  the  person/state  file  is  developed,  six  specialized  files  are  prepared  for 
the  six  different  types  of  tabulations.     The  tabulation  subjects  are: 


1. 

All  Persons  Receiving  Services 

2. 

Persons 

Receiving  Disability  Benefits 

3- 

Persons 

Receiving  Railroad  Board  Benefits 

k. 

Persons 

With  a  Date  of  Death  in  the  Select  Year 

5. 

Persons 

Hospitalized  and  Discharged  Alive 

6. 

Persons 

Served  by  Region. 

The  tabulations  are  distributed  by  the  standard  state  spread  and/ or  the  standard 
age,  race,  and  sex  spread.     In  addition  to  the  information  from  the  person/ state 
file,  enrollment  data  from  Project  #5224  is  used  in  selected  tabulations.  Each 
group  of  tabulations  is  prepared  in  the  standard  publication  system  formats. 
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PROJECT  ID  -  $286 


PROVIDER  COST  REPORT  MONITORING  SYSTEM 


Part  A  intermediaries  make  payments  to  providers  of  services  under  the  Medicare 
program  to  reimburse  the  providers  for  covered  services.     At  the  end  of  their  fiscal 
accounting  periods,  the  providers- -hospitals,  extended  care  facilities,  home  health 
agencies,  and  physical  therapists — file  reimbursable  cost  reports  with  intermediaries 
to  establish  the  actual  costs  allowable  under  the  program  and  the  program  share  of 
such  costs.     Intermediaries  accordingly  review  these  cost  reports,  make  audits  of 
the  provider  records  as  necessary  to  ensure  proper  payment,  and  make  settlements 
with  the  providers  as  to  the  program  liability. 

The  basis  for  the  Cost  Report  Monitoring  System  lies  in  the  responsibility  of 
the  Bureau  of  Health  Insurance  to  oversee  Part  A  intermediary  implementation  of  the 
reasonable  cost  determinations  required  by  sections  l8l^(b),  1815,  and  l86l(b)  of 
the  Social  Security  Act,  as  amended.     These  functions  are  contracted  to  Part  A 
intermediaries  under  section  l8l6  of  the  Act.     They  accordingly  have  the  responsi- 
bility of  overseeing  intermediary  management  of  provider  cost  settlement  activity. 

Since  the  inception  of  the  Medicare  program,  the  Bureau  has  experienced  lengthy 
delays  in  the  receipt  of  provider  cost  reports  and  cost  report  processing  informa- 
tion.    One  of  the  factors  contributing  to  these  delays  is  that  the  Bureau  has  never 
established  a  system  to  control  the  receipt  or  handling  of  these  reports. 

The  Cost  Report  Monitoring  System  was  designed  to  correct  this  deficiency.  To 
control  the  workflow,  a  multipart  Form  (SSA-2186,  Notice  of  Cost  Report  Action)  is 
attached  to  the  provider  cost  report  at  the  time  it  is  received  by  the  Part  A 
Intermediary.     Intermediary  staff  will  record  the  statistical  and  workflow  data 
required  by  the  form  as  it  travels  through  the  cost  report  processing  cycle.  At 
completion  of  each  stage  in  the  cycle --receipt,  desk  review,   field  audit,  and 
settlement — the  intermediary  will  transmit  one  copy  of  the  multipart  set  to  the 
Social  Security  Administration.     This  form  collects  the  summary  workflow  data  neces- 
sary to  determine  the  processing  times  required  by  each  step  of  the  cycle  and  to 
provide  detailed  status  data  needed  by  the  Bureau  of  Health  Insurance  and  other 
SSA  components. 

The  Cost  Report  Control  System  records  the  data  necessary  to  determine  the 
status  of  individual  provider  cost  reports.     The  master  file  contains  67,000 
records,  one  for  each  provider  cost  reporting  period.     As  each  cost  report  is 
received,  desk  reviewed,  audited,  and  settled,  a  Form  SSA-2186,  Notice  of  Cost 
Report  Action,  will  be  transmitted  by  the  intermediary  to  SSA.     These  15,000  notices 
a  year  will  update  the  status  information  about  individual  cost  reports.  Final 
action  notices  are  generated  in  the  Bureau  of  Health  Insurance  cost  analysis  sections 
on  receipt  of  the  settled  cost  report  in  SSA. 

Summaries  of  these  statistics  showing  progress  in  making  cost  settlements 
nationwide,  as  well  as  by  region  and  by  contractor,  are  computer  generated,  pro- 
ducing reports  to  alert  management  to  processing  trends.     In  addition,  cost  reports 
overly  delayed  at  each  processing  stage  will  be  identified  for  management  action  by 
the  intermediaries.     If  no  meaningful  action  has  taken  place,  after  several  action 
reports  to  intermediaries,  a  follow-up  report  will  be  sent  to  the  appropriate  health 
insurance  regional  office. 
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The  following  system  objectives  relate  to  monitoring  provider  cost  report  pro- 
cessing: 

1.  evaluation  of  intermediary  cost  report  processing; 

2.  determine  advantages  and  disadvantages  (the  timeliness)  of  alternating 
approaches  to  settlement  of  cost  reports; 

3.  evaluation  of  the  need  for  policy  changes; 

k.     permit  intermediary  management  action  on  problem  cost  reports. 

To  accomplish  these  objectives,  information  is  obtained  on  processing  timeliness  and 
delays,  workload  achievement,  and  contract  and  audit  effectiveness. 

The  system  objectives  are  visualized  through  the  seven  analytical  reports 
generated  during  the  system  processes.     The  reports  and  their  specific  purposes  are: 

1.  Provider  Audit  Activity  Report  -  summary  data  on  the  status  of  cost 
reports  for  the  last  three  fiscal  years  are  provided  for  75  Blue  Cross 
plans,  9  commercial  intermediaries  and  the  Social  Security  Administra- 
tion acting  as  a  direct  reimbursement  intermediary. 

2.  Intermediary  Action  Report  -  shows  delays  in  processing  cost  reports 
as  identified  by  four  different  categories.     Adequate  detail  for 
corrective  action  and  systematic  follow-up  is  provided  by  listing  each 
report  overdue  for  specific  providers. 

3-     Regional  Office  Action  Report  -  parallels  the  intermediary  action 
report.     Prepared  on  a  quarterly  basis  to  provide  deficient  cost 
report  processing  to  regional  offices. 

k.  Regional  Office  Summary  Action  Report  -  summary  report  of  the  data 
used  in  both  Action  Reports  above.  The  report  presents  processing 
statistics  to  evaluate  intermediary  processing  of  cost  reports. 

5-     Comparative  Analysis:     National  Workload  Achievement  -  summarizes 

data  on  a  national  total  basis,  displaying  the  number  of  cost  reports 
at  succeeding  stages  in  the  cost  report  settlement  cycle.     The  percent- 
age of  cost  reports  processed  from  one  stage  to  the  next  is  computed. 
The  report  is  subdivided  by  type  of  facility  (hospital,  home  health 
agency,  extended  care  facility  and  outpatient  physicial  therapist)  and 
by  the  Medicare  program  year  for  which  costs  were  incurred. 

6.  Detailed  Status  of  Provider  Cost  Reports  -  records  and  lists  detailed 
status  for  every  provider  cost  report.     Basic  information  from  the 
system's  master  file  is  provided.     The  report  reflects  information  as 
furnished  by  the  intermediaries. 

7.  Control  Module  (Edit  Report)  -  lists  detailed  information  for  every 
input  which  fails  one  or  more  computer  edit  routines. 
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DATA  ENTRY  VIA 
KEYPLEX 


RSPORT  FILE 
PREPARATION 


FREQUENCY  :  Mo/ Qtr/ Semi-annual 
VOLUME        :  50,000 
SYSTEM        :  UNIVAC 
USER  :  BHI 


PROJECT  ID  -  5287 


OPERATING  STATISTICS  FOR  PART  B  PAYMENT  RECORDS 


Under  the  provisions  of  Medicare  legislation  all  claims  for  payment  of  Part  B 
"benefits  are  submitted  to  the  carrier/ intermediary  by  the  beneficiary  or  the  supplier 
of  services  (e.g.  a  physician).     Payment  records  must  be  prepared,  batched,  and 
transmitted  to  SSA  for  all  claims  for  which  payment  is  made.     Tabulations  prepared 
in  this  project  reflect  the  time  used  by  specific  carriers  to  process  these  claims 
and  prepare  payment  records. 

Since  the  inception  of  Medicare  in  1966,  more  than  150  million  payment  records 
have  been  processed  in  SSA.     ODB  produces,  on  a  current  and  cumulative  basis,  PT11T 
tabulations  which  show  the  number  and  type  of  payment  records  processed  each  quarter 
as  well  as  the  mean  and  median  processing  time  measured  by  the  number  of  days  elapsed 
from  the  date  of  receipt  to  the  date  of  payment  of  the  claim  as  shown  on  the  payment 


Quarterly  tables  PT11,  calendar  year  tables  PT21,  and  fiscal  year  tables  PT31 
show  processing  time  for  each  carrier  for  all  payment  records  in  the  current  process- 
ing period  (approx.  12  million  per  quarter).     These  tabulations  also  show  median, 
mean,  25  percentitle,  75  percentile,  percent  requiring  over  30  days  to  process,  and 
percent  requiring  over  90  days  to  process. 

Additional  tables  are  compiled  based  on  the  number  of  days  required  to  process 
selected  payment  records  and  mean  and  median  processing  time  within  a  range  of  elapsed 
days. 

Control  tables  show  a  count  of  payment  records  by  carrier  and  type  of  service  or 
type  of  submission  code. 

These  tabulations  were  requested  by  0RS. 


record. 
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FREQUENCY 
VOLUME 
SYSTEM 
USER 


Mo/Qtr 

6.0  Million 

IM/UTMIVAC 

BHI/ORS 


PREPARATION  OF 
VARIOUS  TABLES 
USING  THE  PART  B 
SKELETON  PAYMENT 
RECORD  FILE 


PROJECT  ID  -  5288 


PUBLICATION  OF  MEDICARE  PAYMENT  STATISTICS  BY  STATE  AND  COUNTY 


This  project  began  as  a  series  of  k  tables  and  controls  summarizing  enrollments 
and  reimbursements  for  the  aged.     Three  of  the  tabulations  were  published  in  the 
Health  Insurance  Statistics  series  produced  by  the  Office  of  Research  and  Statistics. 
The  fourth  tabulation  was  used  in  part  in  the  narrative. 

With  the  passage  of  Medicare  for  the  disabled,  the  series  of  tabulations  was 
expanded  to  nine  published  tables  to  provide  data  on  disabled  and  CRD  beneficiaries 
effective  1973. 

The  HI  Master  Skeleton  File  is  sorted  and  summarized  to  the  county  level.  The 
records  are  matched  to  aged  and  disabled  enrollment  summaries  on  county.  Separate 
table  runs  produce  the  control  tables  requested,  the  published  tables,  and  the  non- 
published  tables. 


SUMMARIZE 

RE  LMBURSEMENT 

DATA 


MATCH  ENROLLMENT 
&  REIMBURSEMENT 
&  PREPARE  CONTROL 


TABLES 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


Annually 

60,000,000 

IBM 

ORS 


i 


PREPARE 
PUBLISHED  &  NON- 
PUBLISHED  TABLES 


PROJECT  ID  -  5289 


OPERATING  STATISTICS  -  PART  A  BILL  RECORDS 


This  project  consists  of  seven  quarterly  tables,   five  calendar  year  tables,  and 
five  fiscal  year  tables.     The  tables  show  processing  time  for  inpatient  bills,  out- 
patient bills,  and  skilled  nursing  facility  bills.     There  is  contained  within  these 
tables  data  relative  to  Provider  Processing  Time,   Intermediary  Processing  Time, 
Batching  and  Transit  Processing  Time,  SSA  Processing  Time,  and  Total  Processing  Time. 

The  bills  received  in  July  1971  and  thereafter  are  processed  to  parallel  Table 
26  in  Job  5205  and  to  establish  a  cumulative  data  base.    The  tables  are  controlled 
by  the  quarter  bill  was  approved,  Region,  State  and  Intermediary. 

The  tables  supply  data  to  ORS  and  BHI  for  publication  and  hearings.  They  will 
be  used  to  estimate  future  workloads  in  this  area  and  to  evaluate  the  effectiveness 
of  the  Medicare  Program  and  the  different  modules  processing  or  handling  the  bills. 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


PREPARATION 
OF  TABLED 
SKELETON  BILLS 
BY 
STATE 

 >- 

PREPARATION 
OF 
TABLED 
SKELETON  BILLS 
BY 
STATE  & 
INTERMEDIARY 

2.0  Million/Monthly 

IBM/UN  IVAC 

BHI 


PROJECT  ID  -  5290 

,li  ENROLLMENT 


The  Office  of  the  Actuary  (Medicare)  determined  a  need  for  more  accurate  .1% 
sample  enrollment  data.    They  requested  5  tables  in  October  1973-     The  tables  cover 
aged,  disabled  and  CRD  beneficiaries  enrolled  in  the  Medicare  program. 

Summary  records  for  the  OACT  enrollment  tables  are  produced  in  the  HI-SMI 
Enrollment  project.    A  single  program  formats  and  writes  the  requested  tables. 


FREQUENCY 
VOLUME 
SYSTEM 
USER 


Semi-Annual 
30, 000 
IBM 
OACT 


PREPARE  .1% 

ENROLLMENT 

TABLES 
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PROJECT  ID  -  5291 


PUBLICATION  OF  GEOGRAPHIC  INDICES  BY  STATE  AND  COUNTY 


Job  #5291  produces  tabulations  of  geographic  indices  by  state  and  county- 
requested  jointly  by  ORS  and  OACT.     The  tabulations  will  be  used  to  determine  the 
payments  made  to  Health  Maintenance  Organizations  and  to  study  geographic  cost 
variations. 

The  enrollment  and  reimbursement  data  used  in  this  project  is  prepared  by 
Job  #5288. 

Tabulations  Gil,  GI2,  and  GI3  are  created  in  publication  record  format  for  use 
in  the  DHISD  System  for  Automated  Tabular  Composition  Job  #5223. 


REIMBURSEMENT  AND 

PREPARES  TABULATED 

JOB  5223 

ENROLLMENT  DATA 

RECORDS  OF 

HEALTH  INSURANCE 

PREPARED  BY  JOE 

GEOGRAPHIC  INDICES 

PUBLICATION 

5288 

BY  STATE  AND 
COUNTY  TO  BE 
PUBLISHED 

— 

SYSTEM 

FREQUENCY  :  Annually 

VOLUME        :  61j-,000 

SYSTEM        :  IBM 

USER  :  ORS/ OACT 


PROJECT  ID  -  5503 

CARRIER  QUALITY  ASSURANCE 


When  a  beneficiary  receives  services  covered  by  the  medical  insurance  part  of 
Medicare,  either  he  or  the  supplier  of  the  service  (e.g.,  physician)  must  submit  a 
claim  for  payment  of  Part  B  benefits  to  the  Medicare  carrier  for  that  area.  (A 
carrier  is  an  organization  with  which  SSA  has  entered  into  agreement  to  help  admin- 
ister the  Part  B  benefits  under  the  health  insurance  program) .     Taking  into  account 
the  beneficiary's  deductible  status  (the  beneficiary  is  responsible  for  the  first 
$60  in  covered  expenses  in  each  calendar  year)  the  carrier  must  determine  the  medical 
benefit  amount  payable  and  make  payment  to  the  claimant. 

The  carrier  determines  the  amount  payable  by  comparing  the  charge  shown  on  the 
claim  with  the  customary  charge  (generally  the  charge  most  frequently  made)  and  the 
prevailing  charge  (amount  high  enough  to  cover  the  customary  charge  in  3  out  of  k 
bills  submitted  in  the  previous  year)  for  the  service  or  supply.     The  charge  approved 
by  the  carrier  will  be  either  the  customary  charge,  the  prevailing  charge,  or  the 
actual  charge,  whichever  is  lowest. 
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The  purpose  of  the  Carrier  Quality  Assurance  system  is  to  determine  the  accuracy 
of  carrier  claims  processing.     Development  of  this  system  was  requested  by  BHI, 
Division  of  Contractor  Operations,  Program  Operations  Standards  and  Reports  Section. 
Monthly  and  quarterly  the  63  carriers  send  to  BHI  the  Qualitative  Analysis  Carrier 
Sample  Review  Report  tables  III  and  IV.     Selected  statistics  from  these  tables  are 
input  to  this  system.     Two  tables  and  two  indexes  are  created.     The  first  table 
depicts  the  carrier  allowance  error  rate  within  region.     The  second  represents  the 
carrier  error  occurrence  rate  and  allowance  error  rate,  by  type  of  error  within 
region.     The  two  index  reports,  the  payment  and  deductible  error  index  and  the  error 
occurrence  index,  rank  the  carrier  in  level  of  performance  order. 


MONTHLY,  CARRIER  SUPPLIED 
QUALITY  ASSURANCE 
RECORDS  ARE  EDITED 


VALID  RECORDS 
ARE  ACCRETED  TO 
THE  MASTER 
FILE 


BHI  CORRECTS  REJECTS 


FREQUENCY  :  Monthly 

VOLUME        :  10,000 

SYSTEM        :  UNIVAC 

USER            :  BHI 


TABULATION  OF  VARIOUS 
MANAGEMENT  INFORMATION 
REPORTS 
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PROJECT  ID  -  5508 

CONTRACTOR  ADMINISTRATIVE  COST  INFORMATION  SYSTEM 


Title  XVIII  of  the  Social  Security  Act  permits  the  Secretary  to  enter  into 
agreements  with  private  organizations  for  reimbursing  Medicare  claims  to  "beneficiar- 
ies, physicians  on  assignment,  and  other  providers  of  service.     Commonly  referred  to 
as  intermediaries  for  Part  A  and  carriers  for  Part  B,  these  contractors  now  handle 
approximately  99%  of  the  Medicare  claims  workload,  with  SSA  handling  1%  on  direct 
deal.    While  overall  direction  and  control  of  the  program  rests  with  the  Bureau  of 
Health  Insurance,  most  of  the  day  to  day  operations  are  performed  by  the  private 
contractors.     Consequently,  it  is  critical  to  have  accurate  and  timely  information 
from  the  contractors  to  assure  that  these  operations  are  carried  out  effectively  and 
that  problems  can  be  identified  and  corrected  before  they  become  acute. 

In  FT' 73  the  Federal  Government  reimbursed  300  million  dollars  to  intermediaries 
and  carriers  for  the  administrative  costs  of  processing  Medicare  claims.     This  figure 
represents  a  substantial  part,  about  &7%  of  the  total  Medicare  administrative 
budget;  and  on  an  even  broader  scale  it  represents  approximately  25%  of  the  total  SSA 
administrative  budget.     The  budgeting  for  and  reporting  and  monitoring  of  these 
administrative  costs  is  therefore  one  of  the  more  significant  responsibilities  of 
the  Bureau  of  Health  Insurance. 

Intermediaries  and  carriers  submit  budgets  and  report  administrative  costs 
following  the  basic  guidelines  set  out  by  BHI.     Budget  estimates  are  submitted 
annually  each  spring  for  the  coming  fiscal  year.     Administrative  costs,  on  the  other 
hand,  are  reported  on  a  quarterly  basis.     These  reports  are  cumulative  and  contain 
cost  information  by  major  department  as  well  as  other  cost  and  workload  data.  From 
this  report  the  Division  of  Contractor  Operations  prepares  the  quarterly  Analysis  of 
Intermediaries'  and  Carriers'  Administrative  Cost  Report.     This  report  is  presently 
the  only  output  document  which  compares  one  contractor  with  another  in  the  total 
budget/cost  reporting  process. 

The  Bureau' s  present  capability  for  approving  contractor  budgets  and  analyzing 
administrative  costs  is  not  fully  responsive  to  current  demands  due  to  a  combination 
of  factors : 

1.  Regional  offices  require  more  accurate  and  timely  information  because 
they  are  now  responsible  for  budget  and  cost  settlement 

2.  Increased  complexity  due  to  broadened  program  responsibilities  brought 
about  by  recent  legislation 

3.  Lack  of  facility  for  comparing  budget  requests,  budget  approvals,  and  ' 
final  cost  proposals  among  contractors 

h.     Lack  of  a  timely  cost  analysis  report  to  identify  and  correct  problem 
areas  (the  present  system  produces  the  report  about  3  months  after  the 
close  of  the  reporting  period). 

In  response  to  these  needs  the  Division  of  Contractor  Operations,   in  conjunction 
with  the  Management  Information  Staff,  BHI,  requested  that  a  computer-based 
contractor  administrative  cost  information  system  be  created  to  meet  the  information 
needs  of  timely  administrative  cost  and  budget  data.     The  system  is  envisioned  as 
the  first  phase  of  a  total  contractor  data  base  which  will  be  expanded  in  the  next 
phase  to  include  information  on  the  letter  of  credit  system — the  method  by  which 
contractors  are  reimbursed  on  an  interim  basis. 
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The  basic  procedures  for  submitting,  evaluating,  and  approving  contractors' 
budgets  are  described  generally  in  the  following  outline. 

1.  A  budget  guideline  letter  is  sent  to  contractors,  usually  in  February, 
which  defines  Program  emphasis  and  procedures  to  be  followed  in  sub- 
mitting the  request. 

2.  Intermediaries  and  carriers  prepare  the  budget  request  on  Form  SSA- 
1523  and  152^  respectively,  and  forward  them  to  the  regional  office 
with  a  copy  to  central  office.     Along  with  the  budget  request  the 
contractors  submit  a  cost  classification  report,  SSA-258O,  which 
identifies  cost  estimates  in  10  major  categories. 

3.  Regional  office  personnel  evaluate  the  request,  adjust  funds  where 
necessary,  and  send  an  approved  budget  ( SSA- 152 5/ 1526)  to  the 
contractor. 

h.     Within  ^5  days  of  receiving  the  approval,  the  contractor  will  forward 
to  the  R0  a  quarterly  distribution  of  the  approved  budget  (SSA-259&Y 
2599)  for  the  coming  fiscal  year. 

5.     In  November  and  February  contractors  submit  a  plan  of  expenditure 

report  (SSA-2582).     This  report  includes  the  cumulative  costs  by  month 
and  an  estimate  of  funds  needed  for  the  remainder  of  the  fiscal  year. 
It  serves  as  an  input  to  the  SSA  reprogramming  of  funds  process. 

The  Contractor  Administrative  Cost  Information  System  will  not  significantly 
change  the  front  end  (input  documents)  of  the  existing  budget  approval/cost  reporting 
process.     The  emphasis  of  the  new  system  is  rather  on  information  storage,  informa- 
tion retrieval,  and  output  documents.    More  specifically,  the  new  system  will 
replace  the  presently  limited  manual  system  with  a  total  computerized  system  having 
stored  files  in  a  data  base  environment,  data  accessibility  via  an  on-line  terminal, 
and  routine  computer  generated  output  reports. 

The  Contractor  Administrative  Cost  Information  System  will  only  include  data 
from  those  contractors  processing  Medicare  claims,   i.e.,   intermediaries  and  carriers. 
It  will  not  include  other  Medicare  contractors  such  as  State  agencies,  Health 
Maintenance  Organizations,  Professional  Standards  Review  Organizations,  etc.  Ini- 
tially, the  system  will  include  data  from  all  intermediaries  and  carriers  with  the 
exception  of  the  Division  of  Direct  Reimbursement  in  BHI.    As  an  internal  part  of 
the  Bureau,  DDR' s  budget  and  cost  reporting  process  follows  customary  SSA  fiscal 
procedures,  not  those  outlined  for  outside  contractors. 

Input  documents  will  update  the  data  base  via  a  demand  access  terminal  in  the 
Division  of  Contractor  Operations.     Special  one-time  information  requests  will  be 
handled  by  querying  the  data  base  through  the  terminal  replacing  the  previous  hand 
counts  from  the  files.     The  existing  manual  output  report  will  be  generated  by  the 
system  as  well  as  several  new  routine  output  reports. 

Selected  data  from  the  following  documents  will  be  used  to  update  the  data 

base : 

Part  A 

1.  Estimate  of  Administrative  Cost  (SSA-1523) 

2.  Notice  of  Budget  Approval  (SSA-I525) 
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3.  Approved  Budget  Distribution  (SSA-2598) 

h.  Plan  of  Expenditures  (SSA-2582) 

5.  Interim  Expenditure  Report  (SSA-I527) 

6.  Final  Cost  Proposal  (SSA-I615) 

7.  Cost  Classification  Report  (SSA-2580) 

8.  Intermediary  Workload  Report  (SSA-I566) 

9.  Monthly  Intermediary  Financial  Report  (SSA-1522) 

In  addition,  the  system  will  utilize  the  following  selected  data: 

1.  Peer  Groupings  (Workload  and  EDP  Systems) 

2.  Number  of  Providers  (ORS  listing  with  updates) 

3.  BCA  Factor 
Part  B 

1.  Estimate  of  Administrative  Cost  (SSA-152^) 

2.  Notice  of  Budget  Approval  (SSA-I526) 

3.  Approved  Budget  Distribution  (SSA-2599) 
k.  Plan  of  Expenditure  (SSA-2583) 

5.  Interim  Expenditure  Report  (SSA-I528) 

6.  Final  Cost  Proposal  (SSA-l6l6) 

7.  Cost  Classification  Report  (SSA-2580) 

8.  Carrier  Performance  Report  (SSA-I565) 

9.  Monthly  Financial  Report  (SSA-1522) 

Part  B  selected  data  sources  will  also  include: 

1.  Model  system  maintenance  and  development  cost 

2.  Peer  Groupings  (Workload  and  EDP  Systems) 

Each  contractor  will  have  a  segment  of  the  data  base  which  will  be  referenced 
by  the  contractor's  5- digit  identification  number.     These  segments  will  be  sub- 
divided Into  sections  for  budget  estimates,  approvals,   distributions,   final  cost 
proposals,  and  cost  reports.     The  data  elements  broken  out  for  each  of  these  sections 
will  include,  but  not  be  limited  to,  the  following: 

Bill  preparation 

Data  entry 
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Computer  usage 

EDP  systems  and  programming  support 
Utilization  and  reasonable  charge  review 
Professional  relations 
Provider  Relations 
Service  departments 

Financial,  accounting  and  statistical 
General  and  administrative 
Provider  reimbursement 
Provider  auditing 
Non-recurring  costs 
These  costs  will  be  cross-referenced  by: 
Personal  services 
Subcontracts 
Unit  Costs 
Productive  hours 
Other  costs 

The  costs  will  be  stored  for  each  individual  intermediary  and  carrier. 
Commercial  contractors,  however,  will  be  broken  down  to  a  finer  basic  data  element 
with  figures  for  individual  State  operations  of  the  contractor.     The  data  will  be 
maintained  in  a  demand  access  mode  for  the  five  most  recent  calendar  quarters. 
Historical  information  will  be  stored  on  magnetic  tape. 

The  primary  output  of  the  system  will  be  the    quarterly  Analysis  of  Intermedi- 
aries' and  Carriers'  Administrative  Costs.     The  22  computer-generated  statistical 
tables  will  be  supplemented  by  narrative  explanations. 

In  addition,  several  new  output  documents  will  be  developed  and  will  include: 

1.  Report  of  Initial  Contractor  Budget  Request 

2.  Summary  of  Approved  Budgets 
3-     Plan  of  Expenditure  Analysis 

k.     Comparative  Final  Cost  Proposal  Report 
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CONTAINING  HI 

PREPARATION  OF 

CONTRACTOR  DOCUMENTS 

VARIOUS  REPORTS 

FREQUENCY  :  Qtr/ Annual 

VOLUME  :  1,600 

SYSTEM  :  UNIVAC 

USER  :  BHI 


PROJECT  ID  -  5509 

CARRIER  SYSTEMS  TESTING  PROJECT 


The  Carrier  Systems  Testing  Project  was  initiated  "by  BHI  in  August,  1968  as  an 
administrative  tool  and  source  of  information  on  individual  carrier  operations.  The 
process  also  provides  carriers  with  the  status  of  the  efficiency  of  their  systems 
and  points  out  areas  of  individual  carrier  systems  that  are  in  need  of  improvement. 

The  system  performs  four  major  functions: 

1.  Establishment  and  maintenance  of  data  necessary  to  initiate  carrier 
testing; 

2.  Creation  of  'dummy'  SSA-1^90  (request  for  Medicare  payment)  forms; 

3.  Collection  and  monitoring  of  query/reply  data  traffic  pertaining  to  the 
'dummy'  SSA-ll+90  forms; 

k.     Collection  and  evaluation  of  the  carrier's  final  disposition  of  each 
test  case. 

BHI  furnished  the  Operating  Data  Branch  with  input  data  necessary  to  establish 
and/or  update  three  files  requested  to  create  the  dummy  SSA-1^90  forms.     They  are 

1.  A  Master  Claims  File  which  contains  approximately  300  test  conditions; 

2.  A  Master  Doctor  Profile  which  contains  procedure  and  cost  information 
used  to  complete  the  physician's  portion  of  the  SSA-IU90  form; 

3.  A  Master  Beneficiary  File  which  contains  characteristics  of  136  test 
beneficiaries  per  carrier  who  have  been  entered  onto  the  Health  Insur- 
ance Master  file  (HDHIMA)  under  the  588  Part  B  test  account  numbers. 

Using  criteria  supplied  by  BHI,  these  three  files  are  used  to  create  'dummy' 
SSA-ll+90  forms  in  triplicate.     Copies  are  sent  to  the  carrier,  to  the  HI  Regional 
Office  and  BHI.     The  carriers  then  process  the  forms  over  a  5  week  period  in  their 
regular  operations  as  if  they  were  real  claims. 
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Approximately  J00  SSA-ll+90's  are  created  for  each  of  up  to  10  carriers  being 
tested.     The  SSA-lit-90  forms  are  so  designed  that  they  test  the  full  range  of  carrier 
operations. 

At  the  same  time  that  the  SSA-IU90  forms  are  created,  the  system  also  creates  a 
Standard  Query/Reply  File  and  a  Standard  EOMB  (Explanation  of  Medicare  Benefits) 
file.     These  files  contain  the  correct  'answers'  to  the  test  cases.  Additionally, 
a  list  of  cases  for  which  a  check  is  expected  is  prepared  for  BHI  control  purposes. 

In  the  course  of  processing  the  test  cases,  the  carriers  query  HI  Systems,  BDP, 
for  entitlement  and  deductible  information  pertaining  to  the  cases.     Here  too  they 
are  processed  as  normal  claims  thru  the  query/reply  process.     They  are  then  elimi- 
nated from  further  HI  Systems  processing.     Operating  Data  Branch  reformats  the  daily 
HQBTAR  tape  to  match  against  the  Standard  Query/Reply  file  and  produces  three  reports 
They  are: 

1.  Invalid  Record  Error  report  -  a  formatted  listing  of  query/reply 
records  using  dummy  account  numbers  with  the  correct  carrier  code,  but 
which  do  not  match  to  any  case  on  the  Standard  Query/Reply  File. 

2.  Valid  Record  Data  Element  Errors  -  a  formatted  listing  of  query/reply 
records  which  were  matched  to  their  corresponding  case  on  the  Standard 
Query/Reply  File  but  which  contain  one  or  more  erroneous  data  elements. 

3.  Correct  Valid  Records  -  a  list  of  the  test  query/reply  records  in 
which  no  erroneous  data  elements  were  found. 

It-.     Analysis  Processing  Summary  -  a  formatted  list  showing  counts  by 

carriers  of  items  received,  items  in  error,   items  correct  and  items 
outstanding.     Counts  by  error  type  are  also  reported. 

At  the  end  of  the  five  week  testing  period  the  Explanation  of  Medicare  Benefits 
(EOMB)  forms,  the  checks  (if  warranted),  and  a  magnetic  tape  of  EOMB  data  is  for- 
warded by  each  carrier  to  BHI.     Operating  Data  Branch  reformats  and  processes  the 
EOMB  tape  against  the  Standard  EOMB  file.     Three  reports  are  created: 

1.  Invalid  record  detail  -  a  formatted  list  of  test  cases  for  which  no 
match  is  found  on  the  Standard  EOMB  file. 

2.  Valid  Record  Errors  -  a  formatted  list  of  test  EOMB' s  which  correspond 
to  a  case  on  the  Standard  EOMB  file  but  which  contain  one  or  more 
erroneous  elements. 

3.  Analysis  Processing  Summary  -  formatted  counts  of  test  cases  processed, 
test  cases  correct,  test  cases  in  error,  and  test  cases  not  completed. 

Copies  of  reports  are  sent  to  BHI  personnel  who  prepare  a  written  report  for 
each  carrier. 
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CREATION  OF  TESTING 
DATA  FILES/ INITIAL 
I/P  PROVIDED  BY 
BHI 


CREATION  OF  DUMMY 
11+90  AND  STANDARD 
ANSWER  FILE 


COLLECTION  OF  QUERY/ 
REPLY  BY  VARIOUS 
SSA  COMPONENTS 


TABLE 

PREPARATION 

FREQUENCY  :  Weekly 

VOLUME        :  500 

SYSTEM        :  UNIVAC 

USER  :  BHI 


PROJECT  ID  -  5511 


ENROLLMENT  BY  PSRO  AREA 


The  Bureau  of  Quality  Assurance  required  data  on  persons  enrolled  in  PSRO  areas 
The  data  was  requested  from  ORS  which  resulted  in  a  request  for  the  data  to  DHISD. 

PSRO  areas  have  "been  defined  in  terms  of  State,  county,  and  zip  code  boundaries 
Data  files  describing  these  areas  have  been  created. 

These  data  files  are  used  with  summary  files  of  aged,  disabled,  and  CRD  benefi- 
ciaries to  produce  PSRO  enrollment  tables  for  areas  defined  by  State  and  county 
codes. 

Another  project  selects  records  for  the  States  and  counties  which  are  involved 
in  PSRO  areas  defined  by  zip  codes. 

These  records  are  sorted  on  zip  code,  matched  to  a  file  which  describes  PSRO 
areas  in  terms  of  zip  codes,  and  tables  are  prepared. 
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FREQUENCY  :  Annual 

VOLUME  :  200,000 

SYSTEM  :  IBM 

USER  :  ORS 


1 

1 

PREPARE  STATE 
&  COUNTY 

TABLES 

PREPARE 
TABLES  BY 
ZIP  CODE 

PROJECT  ID  -  5512 

HOSPITAL  CLASSIFICATION  STUDY 


Section  223  of  P.L.  92-603  allows  the  setting  of  prospective  limits  on  the 
coverage  of  costs  under  Medicare.     This  project  has  been  requested  by  the  Health 
Insurance  Research  Branch  of  ORS  to  study  some  alternative  methods  of  determining 
the  prospective  limits  for  short  term  hospitals. 

Data  is  abstracted  from  a  data  file  provided  by  the  American  Hospital  Associa- 
tion and  DHISD' s  Provider  of  Service  files.     These  abstracts  are  combined  with  data 
from  a  BHI  card  file  of  hospital  cost  data,   income  data  provided  by  the  requestor, 
demographic  data  from  the  Bureau  of  Census,  and  Case  mix  data  created  from  files 
produced  by  DHISD' s  MADOC  project. 

The  resultant  file  is  used  for  statistical  analysis  runs  accomplished  via 
proprietary  software.     The  analysis  runs  are  submitted  by  programmers  in  DMSD.  DMSD 
is  providing  assistance  on  this  portion  of  the  project  because  of  the  tight  time 
limitations  and  their  experience  with  the  proprietary  software. 

The  results  of  the  runs  are  reviewed  by  the  requestor.     Several  modifications 
to,  and  additions  of,  data  elements  in  the  regression  abstract  file  have  been  made 
by  the  requestor.     The  process  returns  for  additional  analysis  runs  and  further 
refinement  of  the  data  elements  in  the  regression  abstract  file. 

The  requestor  expects  to  use  the  results  of  the  run  in  establishing  regulations 
limiting  prospective  costs  for  short  term  hospitals. 

Some  of  the  computer  processing  has  been  completed  using  an  ORS  contract  with 
Computer  Sciences  Corporation. 
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FREQUENCY  :  Currently  Inactive 


PROJECT  ID  -  5513 


INDEPENDENT  HEALTH  INSURANCE  PLANS  SURVEY 


The  Office  of  Research  and  Statistics  has  been  making  surveys  of  private  health 
insurance  plans  other  than  Blue  Cross  plans,  Blue  Shield  plans,  or  insurance  compa- 
nies for  more  than  25  years.     These  plans  comprise  a  small  but  significant  segment 
of  private  health  insurance  in  the  U.S.     ORS  is  the  sole  source  of  comprehensive 
national  information  on  the  number  of  persons  served  by  these  organizations,  the 
services  or  benefits  provided,  and  their  income  and  benefit  and  operating  expenses. 
Surveys  of  all  known  plans  were  made  in  19U3,  19^9,  1953,  1956,  1959,  196l,  1965, 
and  1970. 

In  197^>  plans  were  made  to  automate  a  large  portion  of  the  operations  neces- 
sary to  edit,  update  and  refine  the  data  received  in  response  to  the  survey  ques- 
tionnaires received  for  1973- 

The  Division  of  Health  Insurance  Studies,  ORS,  has  responsibility  for  coding 
and  keypunching  the  responses  to  the  survey  forms.     These  punch  card  files  are  then 
forwarded  from  the  Universal  Building  in  Washington,  D.C.  via  UNIVAC  9300  remote 
terminal  to  the  main  computer  complex  at  Woodlawn.     The  card  files  are  edited  to 
ensure  all  data  has  been  entered  and  that  the  information  passes  basic  consistency 
checks.     All  required  data  corrections  are  handled  by  the  ORS  Staff  in  D.C. 

After  the  file  has  passed  the  various  consistency  edits,  some  adjustments  to 
the  income,  expense,  and  enrollment  figures  must  be  made  before  tabling  operations 
can  begin.     Medicare  and  Medicaid  income/expense  items  must  be  eliminated.  Data 
not  available  on  the  responses  to  the  questionnaires  must  be  obtained  and  the  file 
updated. 
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When  all  adjustments  to  the  data  are  completed,  a  comparison  to  data  obtained 
for  the  most  recent  (1969)  survey  is  completed.     The  information  required  to  produce 
the  specific  tabulations  is  then  extracted  from  the  data  base  and  the  reports  are 
prepared. 
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PROJECT  ID  -  5517 


CMS  SPECIAL  PROJECTS 


The  current  medicare  process  (CMP)  staff  of  ORS  initiated  this  system  in 
January  1975  to  distinguish  projects  which  do  not  logically  fall  within  the  other 
CMS  efforts. 

Special  projects  are  normally  associated  with  the  systems  which  originate  the 
data;  i.e.,  CMS  Monthly  Processing,  Groups  II  and  III.     Evolution  of  special 
projects  now  includes  composites  of  data  of  all  sources  -  CMS,  GROUPS  II  &  III, 
control  and  demographic. 

Examples  of  special  projects  completed  to  date  includes  tabulations  of  patients 
in  VA  and  military  hospitals,  covered  physician  charges/services  and  preparation  of 
files  for  other  than  ORS  usage. 


PROJECT  ID  -  5^19 
MEDICARE/MEDIC A ID  AUTOMATED  CERTIFICATION  SYSTEM  (MMACS) 

General 

Job  5519  ■-  MMACS1  s  primary  objective  is  the  development  and  maintenance  of  a 
data  base  containing  complete  and  current  information  on  all  medical  facilities 
participating  in  either  the  Medicare  Program  (Federal)  or  Medicaid  Program  (State). 

The  informational  contents  of  the  data  base  are  used  by  the  Bureau  of  Health 
Insurance  -  BHI,  The  Office  of  Nursing  Home  Affairs  -  ONHA,  and  the  various  State 
Health  Agencies  in  determining  the  eligibility  of  facilities  to  participate  in 
either  the  Medicare  or  Medicaid  Programs.    Various  reports  generated  from  the  data 
base  are  used  as  aids  in  scheduling  recertif ication  surveys  of  facilities,  general 
administrative  functions,  and  also  in  their  overall  efforts  to  raise  the  general 
level  of  patient  care. 

Extracts  from  this  data  base  are  used  by  various  other  government  agencies  to 
obtain  statistical  data  to  determine  the  adequacy  of  the  nation's  current  medical 
resources  and  project  and  plan  for  the  country's  future  medical  service  requirements. 

Information  extracted  from  the  data  base  is  also  used  by  Health  Insurance 
Systems  as  supplemental  input  to  their  overall  record  keeping  and  administrative 
programs . 

MMACS  -  Data  Base  Content 

The  MMACS  data  base  contains  information  on  over  51; 000  medical  facilities  which 
are  broadly  divided  into  seven  separate  categories  depending  on  the  type  of  medical 
service  the  particular  facility  offers.     The  broad  categories  are  Hospital,  Extended 
Care  Facilities,  Home  Health  Agencies,   Independent  Laboratories,  Physical  Therapists, 
Portable  X-ray,  and  Chronic  Renal  Dialysis  Treatment  Centers.     Hospitals  and 
Extended  Care  Facilities  are  further  divided  into  sub- categories  indicating  the  type 
of  patient  care  being  offered. 

Each  medical  facility  record  in  the  data  base  is  composed  of  multiple  variable 
length  segments  within  the  provider  with  each  segment  having  a  distinct  type  of 
information  and  its  own  Record  Identification  Code  (RIC). 
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The  "P"  RIC  Provider  of  Services  (POS)  segment  contains  information  relating  to 
the  medical  capabilities  of  the  particular  facility,  Name,  Address,  and  Geographic 
Codes,  and  this  segment  is  used  extensively  in  all  Health  related  processing  and 
for  statistics  and  tabling. 

The  "R"  RIC  Survey  Report  Form  (SRJ)  segment  contains  detailed  information  on 
all  aspects  of  the  facility  related  to  patient  care  and  wlefare,  and  this  segment 
is  used  primarily  in  the  certification  process  or  determining    eligibility  to  par- 
ticipate in  the  Medicare  or  Medicaid  Program. 

The  "S"  RIC's  Life  Safety  Code  (LSC)  segments  contain  detailed  information  on 
construction  and  type  of  each  building,  ving  or  annex  of  the  overall  facility  as 
it  relates  to  patient  safety.    The  information  contained  in  this  segment  is  used  in 
certifying  or  denying  a  specific  building  for  use  in  the  programs. 

dysoens  71"  larratire 

State  agencies  periodically  conduct  surveys  of  the  various  facilities  and 
record  their  findings  on  Certification  and  Transmittal,  appropriate  application, 
re survey  forms,  building  forms,  and  plan  of  correction  forms  for  the  type  facility 
under  survey. 

The  completed  forms  are  forwarded  to  the  regional  3E1  or  LTC  offices  where  they 
are  revieved  and  the  content  of  the  forms  is  keypunched  to  cards. 

On  a  daily  basis,  each  region  transmits  the  card  data  to  the  Data  Processing 
Center  in  Washington  (S4-370)  from  their  terminal  (Data- 100 ),  where  the  data  from 
all  regions  is  collected  and  stored.    Nightly,  Data  Development  contacts  IMC  via 
their  Data- 100  terminal  and  retrieves  the  information  transmitted  by  the  regions  on 
a  magnetic  tape.    This  tape  is  then  hand  carried  to  the  Univac-1103  for  processing. 
On  a  nightly  basis,  the  information  retrieved  from  DMC  is  processed  against  the 
MMAC3  Master  file  in  a  series  of  editing  and  updating  operations  on  the  li: ; . 

After  processing  is  completed,  the  supplemental  data  generated  in  the  field  has  been 
divided  into  three  categories. 

1.  Rejected 

2.  Placed  in  an  orbit  file  pending  correction  of  errors. 

3.  Accepted  and  added  to  the  Master  MMACS  file. 

A  complete  profile  of  each  facility  and  a  complete  analysis  of  the  data  sub- 
mitted are  generated  and  placed  in  a  print  file  format  tape  vhich  is  hand  carried  to 
the  Data- 100,  transmitted  to  DMC,  and,  in  the  morning,  each  region  receives  an 
analysis  of  the  information  and  facilities  submitted  the  previous  day. 

The  analysis  contains  the  fcllc-rinr  uypes  of  info  ma- ion  for  use  by  the  regions: 

1.    A  listing  by  provider  number  of  all  submissions  made  by  that  region 
and  disposition. 

If  rejected,  the  cause  of  rejection  is  stated  so  that  the  region  can 
correct  the  data  cards  for  the  facility  and  resubmit  for  acceptance 
into  the  system. 
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2.  If  the  item  was  orbited  due  to  correctable  errors,  the  regions  receives 
a  complete  profile  of  the  facility  showing  all  deficiencies  encountered 
in  both  the  prior  and  current  survey  to  enable  the  regional  personnel 
to  better  determine  if  the. facility  should  be  certified  for  partici- 
pation in  the  program,  plus  a  complete  list  of  all  errors  found  in  the 
data  submitted  so  that  corrections  can  be  submitted  to  eliminate  these 
data  errors  and  update  the  master  file. 

3.  If  accepted,  the  region  received  only  the  profile  showing  the  prior 
and  current  deficiencies. 

On  a  monthly  and  quarterly  basis,  each  region  also  receives  various 
reports  and  listings  indicating  the  status  of  the  various  facilities 
in  their  area  and  the  various  facilities  requiring  resurvey  or  revisit 
within  any  particular  month. 
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